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Abstract 
A shortage of nurses currently exists both globally and in Australia, as 
attested to by the literature and the Australian government. In Australia, this shortage 
is felt more acutely in out-of-hospital settings. Ineffective recruitment processes and 
poor retention rates of Early Career Nurses (ECNs) have contributed to the shortage. 
Strategies to improve the supply of ECNs to the hospital and out-of-hospital settings 
have been implemented. However, little research has been conducted on the factors 
that impact on ECN employment outcomes and effective retention strategies. This 
study aimed to identify the factors influencing initial employment outcomes and 
settings for ECNs, and to clarify which factors attributed to ECNs’ intention to remain 
in their position and the profession over their first year post-graduation.  
This study employed a prospective cohort design guided by transition 
theories. The target population was final-year students enrolled in undergraduate 
nursing programs in Australia. Non-probability convenience sampling was used to 
recruit students graduating from two universities in different states. An online survey 
tool, the Early Career Nurse Employment Experience Survey (ECNEES), was 
developed and data were collected across three time points over 12 months, 
commencing in November 2016.  
The initial response rate was 64.2% (𝑛 = 374) with 81 responses ineligible 
due to duplicates (𝑛 = 12) and incomplete responses (𝑛 = 69), leaving a sample 
population of 293 participants. Overall loss to follow-up was 33.8% and the final 
sample retained from Phase Three (𝑛 = 194) was used in data analysis. After 12 
months the professional turnover rate in the sample was 6.7% in total, comprising 
3.1% leaving a Registered Nurse (RN) job and not taking another, plus 3.6% never 
beginning RN work post-graduation. Logistic regression was used to analyse the 
data. Analysis showed English as a first language was a predictor of employment as 
an RN. Analysis identified different factors that impact on employment in different 
settings. For ECNs previous healthcare experience or a preference for the out-of-
hospital setting predicted employment in the out-of-hospital setting. Undergraduate 
employment, Grade Point Average (GPA) > 5.51 or previous relationships with 
employers were predictors of working in the hospital setting. Logistic regression 
showed higher Work Environment, Support and Encouragement (WESE) scores and 
stress in personal life were the only predictors of ECNs intending to remain in the 
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profession. Statistical modelling could not predict ECNs’ intention to remain in their 
current position.  
Success in employment is impacted by ECNs having English as a Second 
Language (ESL). This may be due to a misalignment between English language 
requirements enforced by the regulatory board prior to registration and industry 
standards during recruitment, leading to a bias against ECNs with ESL. Different 
factors impact on securing employment in the hospital versus out-of-hospital setting. 
Relationships with industry and preferences play a large role in the employment 
setting for ECNs. Improving recruitment to the priority out-of-hospital areas may 
require workforce policy that creates dedicated supported positions for ECNs in 
these settings. Differences were apparent between ECNs’ intention to remain in their 
position and their intention to remain in the profession. Today’s ECNs desire job 
mobility within nursing, which may be leading to superior career outcomes in the 
profession.  
The National Health Workforce Dataset collected by the Department of Health 
should collect demographic information on languages spoken by nurses. It may also 
be timely for a review of the healthcare industry’s English language expectations. 
Longitudinal research that reviews current transition theories in the out-of-hospital 
setting and ECN populations with ESL will strengthen the theoretical basis needed to 
develop evidence-based retention strategies for these groups. Finally, all 
stakeholders should focus on facilitating ECN career progression through flexible 
working contracts and flexible career pathways that facilitate transfer between 
departments, organisations, and sectors. These strategies will assist in the effective 
recruitment and retention of the ECN population required to combat the nursing 
shortage. 
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and novice nurse. The term Early Career Nurse is being used more widely in recent 
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enables a more longitudinal approach to looking at this population over the transition 
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non-native speakers in an English-speaking environment (Gunderson, Odo, & D'Silva, 
2013). Although ESL is the traditional term used, in many cases it is incorrect. This is 
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spoken language in Australia (Australian Bureau of Statistics, 2017a), and the term is 
widely used and understood in the nursing literature.  
 
Formal structured support programs: Formal structured support programs are a technique 
used by industry to create working environments that support new nurses’ transition into 
the clinical environment (Chen & Lou, 2014; Missen, McKenna, & Beauchamp, 2014). In 
the literature, and in practice, they are called many things: graduate nurse programs, 
transition programs, support programs etc. and vary in components and length. For these 
reasons in this thesis, the term formal structured support program is used to refer 
collectively to all formal industry programs to assist the transition of ECNs into the work 
environment over a period of time.  
 
Nurse: The lack of a universal definition of "nurse" is a key issue identified in this thesis. 
Different international organisations have at different times used different definitions, often 
related to educational level and/or years of training (Buchan & Calman, 2005). Broad-
based definitions of "nursing" may include multiple levels of education (e.g. Assistants in 
Nursing [AIN], Enrolled Nurses [EN], and Registered Nurses [RN]). The primary focus of 
this thesis is on Registered Nurses (defined below). To avoid confusion “nurse” is used as 
a collective term when multiple levels of education of nurses are being grouped as one, 
when the nursing workforce is being referred to as a whole, and when the source cited is 
not clear on the type of nurse being referred to. 
 
Registered Nurse (RN): This thesis focuses on Registered Nurses as a subset of the 
nursing workforce. A Registered Nurse is defined by the NMBA as (2016e, p. 6) “a person 
who has completed the prescribed education preparation, demonstrates competence to 
practise and is registered under the Health Practitioner Regulation National Law as a 
Registered Nurse in Australia”.  
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Shortage: The author recognises a lack of a universally agreed upon definition of 
“shortage”. In this thesis Oulton’s (2006, p. 34) definition is applied. A workforce shortage 
is “considered to be an imbalance between demand for employment and the available 
supply”. 
 
Turnover: Despite the wide use of the term, there is a lack of consistency in the definition 
of “turnover” (Kovner et al., 2014). To explore the factors that result in an ECN being lost 
from the profession, in this thesis a clear distinction between “turnover from the profession” 
and “turnover from the position” is maintained. “Turnover from the position” is defined as 
any change in an RN’s job: for example, a participant who has stopped working for an 
employer and moved to another, or remained working for the same employer but changed 
roles, for example by moving from an RN position on the casual pool to an RN position on 
the rehabilitation ward. “Turnover from the profession” is defined as including any 
participant who has never worked as an RN despite meeting the requirements to do so, 
and those who have worked as an RN in the past but were no longer working in any RN 
capacity.   
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Chapter 1 Introduction 
 
1.1 Global Nursing Workforce Shortage  
 
This chapter begins by discussing the varying definitions of “nurse” and the diversity 
in nursing workforce requirements globally, funnelling to focus on the Australian context. 
The global causes for nursing shortages are then identified as a decrease in supply and 
increase in demand. The Australian factors are discussed in detail with a spotlight on 
decreased supply. The Australian strategies implemented to increase supply are 
explained, with increasing the domestic graduate nurse workforce highlighted as an 
integral strategy and the focus of this research. This leads to the aims of the study and 
overview of the chapters included in this thesis. 
The World Health Organisation’s (WHO) role in health workforce planning is to 
support its member states with information and governance to empower policymakers to 
make evidence-based health workforce decisions (World Health Organization [WHO], 
2018b). The WHO developed the threshold of 59.4 skilled health professionals (midwives, 
nurses, and medical practitioners) per 10,000 people to show the pattern of health worker 
availability globally (Campbell et al., 2014). The ratio of nurses and midwives to medical 
practitioners is three to one, and in most countries nurses and midwives constitute more 
than half of the health workforce (Australian Institute of Health and Welfare [AIHW], 2016a; 
WHO, 2018a). In 2017, approximately half of WHO member states had less than 30 
nursing and midwifery personnel per 10,000 people, while a quarter had less than 10, 
suggesting a deficit in the required nursing workforce globally (WHO, 2018a). However, 
quantifying the global nursing shortage remains challenging due to varying definitions and 
issues with quality, access, and currency of data (International Labour Organization, 
Organization for Economic Co-operation and Development, & World Health Organization, 
2016; Madarasz, 2018; Oulton, 2006).  
One of the issues in quantifying the nursing workforce shortage is that few countries 
have comprehensive and valid nursing workforce data (Campbell et al., 2014). Another is 
that those that do collect health workforce information define nurses differently. For 
example, the Organization for Economic Cooperation and Development (OECD) whose 
role it is to promote policies to improve the economic and social well-being of people 
around the world, define “nurses” as all "practicing" nurses providing direct health services 
to patients (Organisation for Economic Co-operation and Development [OECD], 2018b). 
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However, some countries include only nurses working in hospitals, while others include 
nurses working in the health sector as managers, educators, and researchers (OECD, 
2018b). Adding to the difficulty is the fact that WHO Global Health Observatory data drawn 
from over 150 countries do not differentiate between nurses and midwives (WHO, 2018a). 
This highlights the complexity of drawing conclusions related to health workforce data 
globally.  
While definitions of the nurse vary globally, there is consensus in the literature that 
an overall global nursing shortage exists. However, even the term “shortage” is 
contentious, due to the varying needs of different countries. As 118 countries were 
deemed below the WHO’s threshold (Campbell et al., 2014), an overall global health 
professional shortage may exist. However, 68 countries were deemed above this same 
threshold (Campbell et al., 2014), suggesting the shortage may be felt more acutely in 
some areas. For example, the most recent OECD data shows that Norway had the highest 
nurse per 10,000 inhabitants rate in 2017 (177), while Indonesia had the lowest (12) 
(OECD, 2018b), suggesting a wide variance in the availability of nurses. 
According to the OECD and the WHO, in 2017 Australia had 116 nurses per 10,000 
inhabitants (OECD, 2018b), and 126 nurses and midwives per 10,000 inhabitants (WHO, 
2018a). Comparatively, Australia has appropriate nursing workforce ratios. Australia’s 
Registered Nurse (RN) workforce is increasing, by almost 10% from 2013 (215,481) to 
2016 (236,948) (Health Workforce Data [HWD], 2017). Of importance, the percentage of 
RNs unemployed and looking for work also increased from 1.6% in 2009 to 2.7% in 2015 
(AIHW, 2016b; HWD, 2017). Despite this, Australian Government data shows that in the 
medium to long term demand for nurses in Australia will exceed supply: the shortfall is 
projected to be approximately 85,000 nurses by 2025, and 123,000 nurses by 2030 (HWA, 
2014b). For the purposes of this study, a nursing shortage relates to “an imbalance 
between the demand for employment and the available supply” (Oulton, 2006, p. 34). In 
this case the demand for employment pertains to demand for nurses to meet population 
requirements.  
The extent of nursing shortages varies from country to country, and indeed region 
to region within countries, and specialty to specialty within healthcare. For example, in the 
United Kingdom, there is a shortage of 5.4% of nurses in the North East, compared to 
13.8% in South London (these measures are regional averages and will also mask wider 
variances between individual organisations and specialties) (Health Education England, 
2016). Despite these regional and speciality variances the literature shows today’s global 
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nursing shortage is impacted by both a decrease in the supply and an increase in demand 
for nurses. These global factors are described below. 
There is a wealth of information about factors that contribute to the increased 
demand for nurses in the global health workforce. Populations are growing, aging, and 
living longer, thus placing additional demand on health services. One government 
response is to increase health expenditure as a percentage of the gross domestic product 
(HWA, 2011). Furthermore, drug resistance, poor hygiene, and economic and 
environmental factors have allowed the emergence of new infectious diseases and 
promoted the re-emergence of those thought to be waning (Buchan & Calman, 2005; 
Jones et al., 2008; Oulton, 2006). A trend has also been reported towards shorter hospital 
stays by patients suffering from more complex and chronic conditions, resulting in 
increased patient acuity while in hospital (Cho et al., 2011; Oulton, 2006). In this context 
“acuity” describes the nursing care and time required to meet the needs of patients 
(Paulsen, 2018; Seago, 2002). Although the length of inpatient hospital stay may be 
reducing, aging and increasing populations may ensure that demand for acute hospital 
care globally continues to increase (Health Education England, 2016; Monitor, 2015c; 
Oulton, 2006). Consequently, patient acuity and increased patient turnover cause a higher 
demand for nursing hours. 
The pressure of increased patient acuity and patient turnover on the healthcare 
system has resulted in efforts to reduce patient admissions (Oulton, 2006). One way of 
reducing demand for acute hospital care and delivering clinical, financial and operational 
improvements is through changing patient flows from hospital-based care to ambulatory, 
out-of-hospital settings such as primary care (Monitor, 2015b). These new care pathways 
are most commonly staffed by nurses, again increasing the demand for nurses (Monitor, 
2015a). The factors that contribute to the increased demand for nurses globally are 
summarised in Figure 1.  
Coupled with the increased demand is a decreased supply of nurses available to the 
global workforce. Developed nations are battling with an aging nursing workforce, resulting 
in many nurses approaching retirement (Buchan, 2002; Campbell et al., 2014; Oulton, 
2006). A diminishing applicant pool is also decreasing the supply of nurses (Campbell et 
al., 2014; Oulton, 2006). Traditionally young females were the target of recruiters for 
nursing; however, today’s young females have many alternative employment opportunities 
available to them, meaning that they are less likely to choose nursing as a career (Buchan, 
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2002). Therefore, the ratio of nurses approaching retirement to those available to 
commence work is unbalanced, resulting in an inadequate supply. 
Compounding the issue of reduced numbers of younger people entering nursing is 
the impact of attrition of nurses to other sectors (Health Education England, 2016; Wiskow 
et al., 2010). Research has shown nurses leave their jobs because of unfavourable work 
conditions, including excessive workloads, inadequate support staff, violence, stress, 
burnout, wage disparities, unfair remuneration, lack of professional development, and little 
involvement in decision making (Buchan, 2002; Buchan & Calman, 2005; Campbell et al., 
2014; Oulton, 2006). The increasingly academic nature of nursing education results in 
transferable skills. Therefore, if the work environment is unfavourable, nursing education 
may be used as a stepping stone to other areas of study or careers outside nursing 
(Cunich & Whelan, 2010).  
Nursing supply is also impacted by the migration of nurses between geographical 
locations. Nurses are known to relocate from rural to urban areas (Cho et al., 2014; Hall et 
al., 2013) and from developing nations to more developed countries for work (Galbany-
Estragues & Nelson, 2016; Wiskow et al., 2010). Factors contributing to nursing mobility 
within their home country include seeking full-time work, opportunities for career 
advancement and better employment conditions, such as increased pay and 
social/managerial support (Cho et al., 2014; Hall et al., 2013; Ujvarine et al., 2011). In 
developing nations, nurses are willing to cross national boundaries for work because of 
factors such as low pay in their home country, poor career structures, lack of opportunities 
for further education, and in some countries, the threat of violence (Buchan, 2002). 
Developed nations welcome these nurses to help fill gaps in local supply (Health 
Education England, 2016).  
Indeed the Australian healthcare system is increasingly reliant on health workers who 
are born overseas (Negin, Rozea, Cloyd, & Martiniuk, 2013). While this practice may help 
alleviate the lack of supply in one country, the ethics surrounding this recruitment practice 
are questionable, as the shortage has simply been redistributed to a country less well 
equipped to deal with it (Buchan, 2002). For example, the WHO estimates that in the 
future Asia may have the largest health workforce shortage in numerical terms (Campbell 
et al., 2014). Meanwhile in Australia in 2011 overseas-born medical practitioners, nurses 
and midwives were most likely to be from South and Southeast Asia (Negin et al., 2013). 
Therefore, in recent years, international agreements on not taking skilled employees from 
developing nations have emerged (Health Education England, 2016). Nevertheless, 
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geographical migration results in the redistribution of workforce shortages, impacting on 
nursing workforce supply. The factors contributing to a decrease in the supply of nurses 
globally are summarised in Figure 2. 
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1.2 Factors Related to the Nursing Workforce Shortage in Australia 
 
As in most other countries, the nursing profession in Australia is the largest health 
workforce (HWA, 2014b). The density of skilled health professionals (midwives, nurses, 
and physicians) in 2010 was 126.3 per 10,000, well above the WHO threshold of 59.4 
(Campbell et al., 2014). Despite this, a 2012 report published by HWA identified that 
population health trends, combined with an aging nursing workforce and poor retention 
rates, would lead to an imminent and acute nursing shortfall of approximately 85,000 
nurses by 2025 (HWA, 2014b). As in other countries, the current Australian nursing 
shortage is impacted by both a decrease in supply and an increase in demand for nurses 
(Cunich & Whelan, 2010; Health Workforce Australia, 2012a, 2014a). Interestingly, in 
Australia there also seems to be difficulty in recruiting all available graduates into the 
profession (HWA, 2014c). The overall picture of the nursing shortage does not explain why 
graduates may meet barriers to employment as RNs. Further analysis of where the 
shortfalls in the Australian workforce exist is required. The factors relating to increased 
demand for nurses and decreased supply of nurses in Australia is described below. 
 
1.2.1 Factors related to increased demand for nurses in Australia. 
 
Like many other countries, Australia has an aging population with increased acuity. In 
addition, Australia also has increased consumer expectations and a growing private 
healthcare sector (Buchan & Calman, 2005; Campbell et al., 2014; HWA, 2014b; Oulton, 
2006). In Australia the three levels of government – federal, state and territory, and local – 
are collectively responsible for providing universal health care through a two-tiered health 
system (Glover, 2017). The federal government funds the first tier through a universal 
public health insurance program called Medicare, which provides free or subsidised 
access to care (Glover, 2017). Private health insurance is the second tier, which offers 
more choice of providers and faster access to nonemergency care (Glover, 2017). 
Australian government policies such as lifetime health cover1 and the introduction of 
income testing for private health insurance rebates have resulted in the growth of the 
private health sector in Australia (AIHW, 2018b). This growth in the private sector can be 
                                            
1 Lifetime health cover is an initiative introduced by the Australian Government to encourage Australians to 
purchase private hospital insurance by enforcing higher premiums for every year people remain without 
cover after age 30 (AIHW, 2018b). 
  9 
 
seen in the following developments: the number of RNs working in the private sector 
increasing from 2009 to 2012 at a faster rate than in the public sector (HWA, 2014b); 
almost half of all Australians having private health insurance (AIHW, 2017c); and total 
health expenditure contributed by private health insurance funds rising as the Australian 
Government share declines (AIHW, 2018b). This growth of the private healthcare sector in 
Australia redistributes where people seek healthcare and is a contributing factor in the 
increase in demand for nurses.  
Demand for nurses in Australia is in part also due to an aging population. In Australia 
“older” people are described as 65 years or above, and the “very old” as 85 years or above 
(AIHW, 2016a). The number of older Australians is expected to grow, both in absolute 
terms and as a proportion of the total population. By 2056, it is projected 22% of the 
population will be considered “older” (Australian Bureau of Statistics [ABS], 2013). As the 
Australian population continues to age, improvements in medical care will also allow 
people to live longer with illness and be more likely to live with chronic disease (AIHW, 
2016a). In Australia, infectious diseases have been replaced by chronic diseases as the 
leading cause of ill health and death (AIHW, 2016a). The incidence of chronic and multiple 
chronic diseases will likely increase, as will the prevalence of risk factors such as obesity 
and physical inactivity (AIHW, 2016a).  
This increase in chronic diseases and risk factors is not isolated to older generations; 
indeed they are issues found to be growing in all generations within Australia. Therefore, 
to meet these augmented care demands and improve the efficiency and affordability of the 
Australian healthcare system, the nine National Health Priority Areas (NHPAs) were 
established2 along with the National Strategic Framework for Chronic Conditions 
(Australian Government, 2017). The NHPAs focus attention and policy on the areas that 
contribute significantly to the burden of disease3 in Australia while the strategic framework 
aims to deliver more effective and coordinated national response to chronic conditions. 
Therefore nursing roles in primary care, chronic disease management, and preventive 
                                            
2 The nine NHPAs agreed by the Australian Health Ministers’ Advisory Council between 1996 and 2012 are: 
1. Cancer control (1996) 2. Cardiovascular health (1996) 3. Injury prevention and control (1996) 4. Mental 
health (1996) 5. Diabetes mellitus (1997) 6. Asthma (1999) 7. Arthritis and musculoskeletal conditions (2002) 
8. Obesity (2008) 9. Dementia (2012) (AIHW, 2018a). 
3 Burden of disease is the quantified impact of a disease or injury on a population using the disability life year 
(DALY) measure. DALY refers to one year of healthy life lost, either through premature death or living with a 
disability due to illness or injury (AIHW, 2016a). 
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services are being expanded and becoming an important component of reforms (Doiron, 
Hall, Kenny, & Street, 2014; Productivity Commission, 2005). Consequently, although the 
continued increase in patient acuity will increase demand in the hospital setting, demand in 
the out-of-hospital setting will also grow, resulting in the increased demand for nurses in 
more diverse roles with expanded scopes of practice. 
Despite this aging population, health outcomes such as life expectancy and mortality 
rates for Australian people are very good. Indeed in one study, Australia is ranked as the 
best globally (Schneider, Sarnak, Squires, Shah, & Doty, 2017). Furthermore, the overall 
burden of disease in Australia is actually decreasing, and 85% of Australians over 15 
report their health as good or better, placing Australia in the top five OECD countries for 
this measure (AIHW, 2016a). However, this broadly positive picture of health ignores 
inequalities within the Australian community. In Australia all groups do not achieve the 
same levels of health, with analysis of burden of disease at the national level masking 
health issues for particular populations (AIHW, 2016a). Indeed the Australian Burden of 
Disease study (AIHW, 2011) found differences in the disease burden among states and 
territories, with the Northern Territory having higher disease burden rates than the other 
jurisdictions. This study also found large inequalities across socioeconomic groups and 
remoteness areas. People living in rural and remote areas, the lowest socioeconomic 
groups, Indigenous Australians and people living with a disability generally have higher 
rates of illness, health risk factors and death than other Australians (AIHW, 2016a). Along 
with the chronicity of the aging population and desire to reduce inequalities, consumer 
expectations in Australia also continue to escalate, compounding the demand for nurses in 
the Australian healthcare system (Australian Government, 2014).  
 
1.2.2 Factors related to the decreased supply of nurses in Australia. 
 
Supply of nurses in Australia is affected by an aging nursing workforce, nurse 
turnover rates, graduate nurse numbers and their retention in the profession, and a lack of 
preference among nurses to work in priority workforce areas. The focus of this thesis is on 
the available supply of nurses to help meet workforce demand, and therefore each of 
these aspects is explored in detail below. Of particular interest is the supply of domestic 
graduate nurses.  
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1.2.2.1 Aging workforce. 
 
Supply of nurses in Australia is affected by the age profile of the workforce. The 
current workforce is aging. In Australia, the age of retirement for all workers is increasing 
(ABS, 2017c), including in the nursing workforce. The international financial crisis 
impacted on government budgets and caused a restructuring of spending, resulting in 
delayed retirement of nurses (HWA, 2014b; McCalla-Graham & De Gagne, 2015). 
Although in the short term this increase in retirement age resulted in more nurses 
remaining in the profession, it is predicted to have big impacts on the nursing workforce in 
the coming years as the current nursing workforce is aging (AIHW, 2016b; HWA, 2014b). 
In 2016 over half of the total employed nursing workforce was over 45 years old (HWD, 
2017). Eventually this aging workforce will retire, leaving a large workforce gap and 
increasing demand for nurses. The aging of the nursing workforce is not new and is 
expected to continue into the future (Doiron & Jones, 2005; Health Workforce Australia, 
2014a; Shah & Long, 2003).  
 
1.2.2.2 Nurse turnover. 
 
To date in Australia, there is limited published information on nursing turnover rates. 
A major deficit in the limited current knowledge is that published turnover data is only 
taken from hospital settings. Therefore what we know of nursing turnover in Australia only 
reflects the hospital setting. Literature reviews have found that researchers use a variety of 
inconsistent turnover definitions, measurement instruments, and reporting strategies 
(Cavanagh, 1989; Flinkman et al., 2010; Hayes et al., 2012; Hayes, O’Brien-Pallas, et al., 
2006; Kovner et al., 2014; Roche, Duffield, Homer, Buchan, & Dimitrelis, 2014). Therefore 
actual nurses’ turnover rates, intent to leave, intent to remain and the causes of each 
measure are difficult to quantify. In the current study turnover from a position was defined 
as any change in RN job. For example, turnover from a position includes a participant who 
stopped working for an employer and moved to another, or who remained working for the 
same employer but changed roles, for example moving from an RN position on the casual 
pool to an RN position on the rehabilitation ward. Turnover from the profession was 
defined as any participant who had worked as a RN and was no longer working in an RN 
capacity.   
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Historically, Australian data show a turnover rate of 38% in the Northern territory 
(data collected 2006-2007) (Garnett et al., 2008), and 17.7% in New South Wales (data 
collected 1986-2000) (Doiron, Hall, & Jones, 2008). Queensland has reported turnover 
rates of 12% for those aged 50-59 and 31.9% for those under 29, although this data is now 
over 20 years old (Queensland Health, 1999). The most recent Australian data showed 
turnover rates from three states, New South Wales (12.9%), Australian Capital Territory 
(14.5%) and Western Australia (16.7%), and an overall turnover rate of 15.1% (Roche et 
al., 2014). Turnover was defined as “the voluntary transfer or resignation of registered 
nursing staff from their primary employment position” (Roche et al., 2014, p. 354). The 
studies identified here focused either on a single state or territory, or on nurses leaving a 
position, and therefore did not identify whether the nurses had indeed left the profession. 
The most recent Australian data is within the global average for developed countries of 10-
20% (Health Education England, 2016; Morris, 2006; Nusing Solutions Inc., 2018; O'Brien‐
Pallas, Murphy, Shamian, Li, & Hayes, 2010)). The Australian data shows the extent of 
shortages vary from region to region within countries, similar to the data reported from the 
United Kingdom (Health Education England, 2016). However, these measures are regional 
averages and variances between individual organisations and specialties remain unknown. 
Indeed the Australian data was only taken from hospital settings; the out-of-hospital setting 
has not been explored.  
 
1.2.2.3 Graduate nurse supply. 
 
Historically, the limited supply of nursing graduates from Australian universities led to 
gaps in workforce supply (Shah & Long, 2003). In Australia, nursing is a nationally 
regulated profession. Programs of study resulting in qualification as a Registered Nurse 
(RN) must be approved by the National Board, the Nursing and Midwifery Board of 
Australia, (NMBA), and then accredited by the accreditation authority, the Australian 
Nursing and Midwifery Accreditation Council (ANMAC)) (Queensland Government, 2009). 
ANMAC (2012) requires accredited academic institutions to deliver nursing programs 
incorporating a minimum of 800 hours of workplace experience (commonly referred to as 
“clinical placements”), not inclusive of simulation activities, and to provide exposure to a 
variety of healthcare settings. It is widely acknowledged that there are mutual benefits to 
education providers, health services and students from clinical placements; however, 
clinical placements can be finance- and resource-intensive (Victorian State Government, 
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2017). In Australia, entry-level registered nursing courses have been demand-driven 
courses at university since 2009, but in recent years have been oversubscribed. In 2011, 
21,937 applications were made for university nursing in Australia, with only 16,338 
applicants offered positions, reflecting finite university and clinical training capacity 
(Mason, 2013b). This limited capacity affects the number of graduate nurses provided to 
the workforce through this avenue, resulting in limited supply.  
 
1.2.2.4 Graduate nurse retention.  
 
In addition to limited numbers of nursing students, nurse turnover and an aging 
nursing workforce, the retention of graduate nurses also influences workforce supply 
(Cunich & Whelan, 2010). In this thesis retention refers to enabling nurses to practice in 
their profession longer and reducing the rates at which they leave the profession to work in 
other occupations (HWA, 2014c). Data from HWA (2014b) suggest that the rate at which 
nurses leave the profession varies by age. New graduates in all professions have higher 
rates of mobility than those who have spent more time in the workforce (Kidd et al., 2014). 
However, RN graduates’ exit rates from the profession are high at approximately 7.2% of 
20-29-year-olds (HWA, 2014b). The phenomenon of younger nurses being more likely to 
leave the profession is not new (Doiron & Jones, 2006), nor novel to Australia (Frijters, 
Shields, & Price, 2007; Suzuki et al., 2006). Temporary and permanent exits from the 
profession are much higher in Australia for nurses up to the age of 35, and for those up to 
10 years post-graduation, compared to those over 35 and under 60 (HWA, 2012b). 
Historically, it has been argued that this situation is usually a result of younger nurses 
taking on parenting and/or home duties, reflecting the female domination of the profession 
(HWA, 2012b). The trend towards substantial movement in and out of the profession and 
across positions has been documented in the Australian context since the 1990s. 
However, a lack of longitudinal follow-up means it is not known what proportion of the 
temporary exists from the profession end up being permanent, nor which factors impact on 
this decision, for example, dissatisfaction, family commitments or career progression 




  14 
 
1.2.2.5 Workforce priority areas. 
 
A further consideration affecting workforce supply in Australia is that there are some 
areas of health care and some geographical locations that are more challenged in 
recruiting and retaining graduates. It should be noted, however, that this challenge is not 
isolated to graduates and is reflected more generally in the Australian nursing workforce 
(HWA, 2014c), and among healthcare professionals globally (Abrahamsen, 2019; Kloster, 
Hoie, & Skar, 2007; Wareing, Taylor, Wilson, & Sharples, 2017). Areas experiencing 
difficulties in recruiting and retaining nursing staff include out-of-hospital settings such as 
mental health care, aged care, primary care, community support, and in rural and remote 
areas of Australia, especially where nurses work with Aboriginal and Torres Strait Islander 
people (HWA, 2014c). This is significant as these out-of-hospital settings represent the 
current areas of workforce need. The Australian government has identified that 
strengthening the role of nurses in the out-of-hospital setting provides clinical benefits, 
including improved access, case management and care coordination with longer 
consultations, and enhanced teamwork across the interdisciplinary team (Department of 
Health, 2018). Ultimately this also leads to more cost-effective practice as it removes 
unnecessary duplication of work (Department of Health, 2018).  
Despite the positive impact nurses may have in these out-of-hospital settings, 
graduating nurses do not often seek employment in these settings. Graduate nurses 
observe that remuneration in out-of-hospital settings is less than in higher acuity areas; 
this is coupled with perceived limited career progression, lower professional status, and 
the perception that non-hospital based nursing does little to contribute to nurses’ clinical 
development (Abbey et al., 2006; Algoso, Peters, Ramjan, & East, 2016; Stevens, 2011; 
van Iersel, Latour, de Vos, Kirschner, & Scholte Op Reimer, 2016). There is only limited 
literature currently available on the factors associated with the intention of graduates to 
seek employment in the out-of-hospital setting (Trepanier et al., 2013). However, a further 
description of the factors impacting on the workforce supply to the aged care, mental 
health and rural and remote areas is provided below. 
Aged care is an out-of-hospital setting that struggles to recruit nurses. A literature 
review found that graduate nurses feel discouraged from entering the aged care sector 
because they perceived a limited skill set was required to work there (Algoso et al., 2016). 
Modelling has shown that from 2014 demand began to exceed supply in aged care, with a 
workforce gap of 13,000 nurses, or 26% of the required nursing workforce, projected in 
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2030 (HWA, 2014a). A compounding factor is that within aged care the nursing workforce 
is aging disproportionately faster than in other areas (HWA, 2014a). This is concerning as 
the proportion of the population who are “very old” (aged 85 and over) in Australia is 
increasing (projected to be 1 million, or 3.2% of the population, by 2036), as life 
expectancy, both at birth, and over the course of a person's life, increases (ABS, 2013; 
AIHW, 2016a). This suggests that this patient demographic is increasing, which may result 
in increased demand for nurses in this sector.  
A developing issue that will impact on the number of RNs required to meet the 
demand of the aged care sector is the current push to legislate nurse-to-patient ratios. 
Currently, staffing of residential aged care facilities is left to the determination of aged care 
providers (House of Representatives Standing Committee on Health Aged Care and 
Sports, 2018). A survey conducted in 2016 found that current ratios are 60 to 100 
residents per RN, and that the RN may be on call rather than on site (Australian Nursing & 
Midwifery Federation [ANMF], 2016b). However, a recent government report 
recommended legislation to require residential aged care facilities to have a minimum of 
one RN on site at all times (House of Representatives Standing Committee on Health 
Aged Care and Sports, 2018). This would increase the number of RNs required to be 
employed by aged care facilities. Therefore, this projection of the undersupply of nurses in 
the aged care sector may be exacerbated in the future. 
The recruitment and retention of the mental health nursing workforce has also been 
identified as a major issue (Cleary & Happell, 2005; Harrison, Hauck, & Hoffman, 2014). 
Mental health nursing is reported as having a low professional status and is often ranked 
as the least desirable career option for nursing graduates (Happell & Gaskin, 2013). 
Mental health areas suffer similar issues to the aged care sector in that the majority of the 
RN workforce is older (HWA, 2014a). RNs working in mental health have the highest 
percentages in the 45-54 and 55-64 age groups, while concurrently having one of the 
smallest percentages in the 20-34 year age group across all sectors (HWA, 2014a). 
Modelling in 2014 showed the mental health nursing workforce having the largest 
undersupply of all sectors (of approximately 18,500) by 2030 (HWA, 2014a). A number of 
factors contribute to this situation, including the aging of the workforce and a low rate of 
new entrants in the younger age groups, coupled with high exit rates (HWA, 2014a). 
Despite attempts by academia and clinical practice to increase recruitment, such as 
funded programs like the major in Mental Health Nursing, mental health is not a preferred 
specialty of new graduates (Harrison et al., 2014; Stevens, Browne, & Graham, 2013). 
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Therefore, attracting workforce supply into mental health nursing remains a challenge, 
suggesting undersupply will remain in the future. 
Rural and remote areas of Australia also suffer from a nursing workforce undersupply 
(Bennett, Barlow, Brown, & Jones, 2012; Lea & Cruickshank, 2015b). The restructuring of 
rural health services and condensing of infrastructure have significantly impacted on the 
workforce ratios and skill mixes within rural healthcare facilities in Australia (Lea & 
Cruickshank, 2015b). Populations in these areas have a lower life expectancy, higher 
rates of some diseases and higher injury rates, coupled with poorer access to, and use of, 
health services compared to metropolitan communities (AIHW, 2016a). The changes in 
workforce ratios and skill mix coupled with the health demographics are reflected in the 
role of the rural and remote RN. RNs working with these communities require a different 
skill set compared to metropolitan communities. The diversity and complexity of rural 
nursing practice mean nurses working in this setting must have a strong theoretical and 
practical knowledge base (Lea & Cruickshank, 2015b). For these reasons, there has been 
a concern expressed in the literature about the employment of graduates in rural practice. 
Historically, graduates have favoured large urban hospitals over smaller rural hospitals 
because of the perceived opportunities for support (Hayes, Orchard, et al., 2006). Multiple 
studies have shown this perceived lack of support is often the real life experience of 
graduate nurses and this lack of support results in attrition (Keahey, 2008; Lea & 
Cruickshank, 2015a, 2015b; Nayda & Cheri, 2008).  
 
1.3 Strategies to Increase Supply of the Nursing Workforce in Australia 
 
The Australian government has identified the nursing workforce shortage as a 
national issue and scenario modelling has shown this shortfall can be significantly reduced 
by a coordinated approach across governments, employers, the profession and the tertiary 
education sector (HWA, 2014c). Health workforce reform in Australia is focused on four 
strategies: improving productivity and flexibility of the current workforce by expanding 
nursing roles; redistribution of the workforce to geographic areas in need; the use of 
immigration to meet workforce needs; and increasing the domestic graduate workforce to 
increase supply (HWA, 2012a). An overview of the strategies is provided below with a 
focus on increasing the domestic graduate workforce as the core strategy that informed 
this study. 
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1.3.1 Expanded nursing roles. 
 
Technological advancements ensure that today’s healthcare settings are continually 
evolving. Career development for nurses may provide the opportunity to adopt expanded 
nursing roles, which not only benefits individual nurse career progression but also 
increases access to health care for the population (Mason, 2013b). Expanded nursing 
roles improve access to health care through flexible, integrated care strategies that 
increase the continuity of nursing care at an advanced practice level (Mason, 2013b). 
Preparing nurses to be equipped with the essential knowledge, professionalism, and skills 
to practise in contemporary healthcare settings will require progressive training and 
perhaps role expansion (Gardner, Chang, & Duffield, 2007; Masso & Thompson, 2016). 
Expanded nursing roles in Australia can be separated into advanced nursing practice roles 
and Nurse Practitioner (NP) positions. Nurses who identify as having advanced nursing 
practice are reported to have expanded levels of autonomy, skills, and decision making 
(Gardner et al., 2007), and incorporate professional leadership, education and research 
into their clinically based practice (NMBA, 2016b). However, the NMBA acknowledges that 
currently advanced nursing practice refers to level of practice as opposed to a role, with 
variations in definitions causing a lack of clarity (2016b). On the other hand, the Nurse 
Practitioner (NP) role is an expanded nursing role that is distinguishable by legislation, 
scope of practice, and masters’ level postgraduate education (Cashin et al., 2015; 
Gardner, Gardner, Middleton, & Della, 2009; NMBA, 2014).  
Despite this lack of clarity, in Australia expanded scope of practice nurse roles are 
being developed to meet reform needs within the healthcare system by improving the 
flexibility and productivity of the nursing workforce (Masso & Thompson, 2016; Productivity 
Commission, 2005). These roles include expanding the scope of practice of Enrolled 
Nurses (EN), RNs and NPs while also advocating for their placement in new settings. One 
example is the Australian government currently incentivising some out-of-hospital settings 
to employ nurses, for example, the Practice Nurse Incentive Program, which supports 
eligible general practices to offset the cost of employing a nurse in primary care 
(Department of Health, 2019). Other examples include the Nursing and Allied Health 
Scholarship and Support Scheme (NAHSSS), which facilitates the continued professional 
development of nurses in both geographic areas and professions where there are 
shortages, and the Nursing and Allied Health Rural Locum Scheme (NAHRLS), 
established to enable rural nurses to take leave from their positions in rural Australia in 
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order to access continuing professional development (Mason, 2013b). Postgraduate 
scholarships and investments in continuing professional development may provide 
workforce retention benefits by encouraging career progression for nurses; however, the 
impact of these measures has not been measured and better longitudinal data would be 
required to analyse their success (Mason, 2013b). Furthermore, to ensure these expanded 
scope of practice roles are reflected in remuneration and professional standing, ongoing 
research to shape the definitions of advanced nursing practice is needed. 
 
1.3.2 Geographical redistribution. 
 
The National Rural and Remote Health Workforce Innovation and Reform Strategy is 
an Australian government strategy to address the geographical redistribution of health 
workers, providing strategic actions to improve productivity and workforce flexibility while 
addressing workforce supply issues in rural and remote Australia (Health Workforce 
Australia, 2015). The strategy includes the nationally coordinated Rural Health 
Professionals Program (RHPP), an initiative designed to increase the nursing workforce in 
rural and remote Australia through increased support services (HWA, 2014a). According to 
the HWA (2014a, p. 10), “Since the program’s launch in January 2012, 130 nurses have 
started working in rural and remote Australia (as at February 2014)”; however, inspection 
of the workforce data suggests an overall reduction in RNs working in rural and remote 
areas of Australian over this time period (AIHW, 2012, 2016b). Since the program’s 
commencement in 2012, the AIHW nurse and midwifery workforce survey design has 
changed, so care should be taken when comparing workforce supply across time points 
(AIHW, 2012, 2016b). This is yet another example of the difficulties in quantifying the 
global nursing shortage due to issues with quality, access, and currency of data. A lack of 
comparable longitudinal data prevents a strong analysis of the National Rural and Remote 




Like other developed nations, the Australian government allows nurses to migrate to 
Australia to increase supply (Ohr, Parker, Jeong, & Joyce, 2010; Wang & Jing, 2018). 
Indeed the Australian government aims to encourage nurses to migrate to Australia by 
placing nursing on the General Skilled Migration program’s Short-Term Skilled Occupation 
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List (STSOL) and the Medium and Long-Term Strategic Skills List (MLTSSL) (Department 
of Home Affairs, 2018b; Senate Community Affairs References Committee, 2002). The 
General Skilled Migration program entrusts ANMAC’s Skilled Migration Services to assess 
the skills of nurses and midwives who want to migrate to Australia under the program 
(ANMAC, 2016; Department of Home Affairs, 2018b). More recently, key reforms to the 
General Skilled Migration program have included more demanding requirements, including 
an increase in the English language prerequisite, a condensing of the occupation lists, a 
condition of three years’ work experience, and the requirement that applicants be under 
the age of 45 (Department of Home Affairs, 2018b). Despite migrant nurses having to 
prove English language skills prior to registration, there is evidence that they have difficulty 
finding employment in the hospital setting. This may be related to their being unable to 
meet the English language expectations of hospital employers. Therefore international 
nurses who have migrated to Australia commonly seek employment in the out-of-hospital 
setting, for example in aged care (Coyne, Rands, Gurung, & Kellett, 2016). In light of the 
changed requirements, the number of RNs granted a permanent visa appears to have 
substantially declined since 2006 (HWA, 2014b). However, previously there was a 
likelihood of double counting migrant nurses: initially when they obtained their temporary 
working visa and again when they obtained permanent visa status (HWA, 2014b). 
Therefore, caution should be used when interpreting this data as a contributing factor to 
this decrease. Recent changes have been introduced in the reporting methodology used 
by the Australian Department of Immigration and Border Protection to correct this double 
counting. This correction should result in valid and reliable data into the future, but this 
change in reporting methodology makes historical comparison complicated and is another 
reminder of the difficulties in quantifying the nursing shortage. 
 
1.3.4 Increased domestic graduate workforce. 
 
Another strategy used to increase supply is to build workforce capacity through an 
increased domestic graduate workforce (HWA, 2012a). To achieve this, HWA 
implemented the Clinical Training Fund (2011-2013) to subsidise growth in clinical 
placements and to expand clinical training infrastructure by increasing student 
accommodation and clinical training facilities (HWA, 2014b). This funding supported the 
38% increase in clinical training placement days and an additional 6,750 equivalent full-
time student loads between 2011 and 2013. In light of this funding, student enrolment 
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numbers in pre-registration programs increased by 17% from 2009 to 2012, and 
correspondingly the number of students graduating increased (HWA, 2014b). In 
conjunction with the Clinical Training Fund, the Australian government also incentivised 
universities to increase places in undergraduate Bachelor of Nursing degrees by 
increasing Commonwealth-supported places (Hickey, Harrison, & Sumsion, 2013). And 
finally, as part of the National Health Workforce Innovation and Reform Strategic 
Framework for Action 2011-2015, the Nursing Retention and Productivity project was 
launched in 2012 (HWA, 2014b), aiming to improve nurse retention through early career 
preparation, support, and provision of opportunities. Data from 2011 to 2015 show the 
overall supply of RNs increased by approximately 11% (AIHW, 2016b). However, higher 
employment rates and increased retention of graduate nurses remains elusive (HWA, 
2014b).  
Evidence suggests that the labour market for nursing graduates is saturated in 
some instances, such as metropolitan hospitals or acute care specialities, while other 
areas, for example mental health or remote locations, find it much more difficult to fill 
vacancies (Blackmore et al., 2014). Analysis by HWA (2014b) showed that in 2012 only 
85% of RN graduates were immediately entering employment as a nurse in Australia. 
While some of this attrition may be due to personal choice, for example to take time to 
travel or raise a family, another Australian government report notes “concerns about the 
immediate employment prospects of newly graduated Registered Nurses and the potential 
impact on both the individuals and on future workforce supply if these qualified 
professionals fail to find employment on graduation and leave the profession” (Mason, 
2013b, p. 270). 
Researchers suggest that a lack of understanding regarding graduate employment 
intentions and a reduction of expenditure on health services, including supported graduate 
nurse employment, are to blame for the attrition of RN graduates from the profession 
(Freeman, Baumann, Akhtar-Danesh, Blythe, & Fisher, 2012; Gilmour, Huntington, Stark, 
& Turner, 2016; Henderson, Ossenberg, & Tyler, 2015; Hickey et al., 2013). Spence 
Laschinger (2012, p. 482) concluded that “further research using a longitudinal design to 
track intra-individual changes over time is worthwhile”. Intra-individual changes refer to 
repeated measures on the same participants, a methodological approach to data collection 
that is currently missing from the limited knowledge on graduate nurse employment 
outcomes in Australia.  
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This research focuses on Early Career Nurses (ECNs), which refers to graduating 
registered nursing students and their initial years in the profession. Other terms used in the 
literature for this population include but are not limited to graduate nurse, new graduate 
nurse, and novice nurse. The term Early Career Nurse is being used more widely in more 
recent research both in Australia and overseas. This language enables a more longitudinal 
approach to looking at this population, not just when they graduate but over the transition 
period from student to professional, which is known to take several years (Flinkman & 
Salanterä, 2015; Kidd et al., 2014; McKillop et al., 2015; Murrells et al., 2008). This 
approach is needed when reviewing the graduate population’s employment outcomes, and 
then prospectively identifying distinctions between turnover from a position and turnover 
from the profession.  
 
1.4 Aim of Study 
 
The aims of this study are to identify and examine 
 The factors that impact on employment outcomes for domestic graduating 
Registered Nurses,  
 The factors that impact on their employment setting, and 
 The factors that impact on their intention to remain both in a position and in 
the profession.  
 
1.5 Overview of Chapters 
 
The current study is reported over the six chapters of the thesis. The first chapter is 
the introduction presented here. It gives a background to the nursing shortage globally, 
and then in Australia. It identifies that the ECN is a central focus in increasing supply of 
nurses. In Australia, there are identified issues with ECNs’ initial employment outcomes, 
the setting where they secure employment, and retaining ECNs in the profession.  
In the second chapter, the literature review delivers a comprehensive overview of 
relevant research to date. First, due to the lack of research focused on ECN employment 
outcomes, it provides an overview of the factors related to the initial employment outcomes 
of tertiary graduates, providing specific data on ECNs where available. It focuses on 
human capital, demographics and vocation elements of degree such as clinical 
placements as the main factors that impact on employment outcomes for tertiary 
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graduates. Then it draws on the extensive research into the factors that impact on ECN 
intention to remain to identify the main factors. Job satisfaction, work environment, 
support, stress, and individual characteristics are discussed. The literature review found a 
lack of longitudinal research in Australia and a gap in research regarding the factors that 
predict ECN employment outcomes. This is despite significant overlap in the factors that 
may result in employment and impact on retention for ECNs. Indeed, no study was found 
that explored both concurrently.  
The third chapter describes the research design as a prospective cohort study using 
a survey tool designed by the researcher but based on previously validated tools to 
answer the three research questions. This chapter explains the theoretical basis of the 
research design in Stages of Transition Theory (Duchscher, 2008) and Transition Shock 
(Duchscher, 2009), and the procedure for collecting data at three time points over 12 
months. Chapter 4 then explains the statistical tests and describes the results, exploring 
differences between groups and time points and relationships between variables. Logistic 
regression is used to identify the factors that impact on employment outcomes, settings 
and intention to remain in a position and the profession in this chapter.  
Chapter 5 then discusses these results, with support provided from the literature 
review, but including wider research when new findings were made. There were three 
main findings from this study. The first was that English as a Second Language (ESL) was 
the only statistically significant factor to impact on securing employment as a Registered 
Nurse (RN). This was despite workforce strategies such as the Culturally and Linguistically 
Diverse (CALD) Ageing and Aged Care Strategy (Department of Health, 2017)), which aim 
to reflect the diversity of the patient population. Employment barriers such as English 
Language Proficiency (ELP) and issues with support remain for this culturally diverse 
subset of the workforce. Secondly, different factors impact on securing employment in the 
hospital versus out-of-hospital setting, with relationships with industry and preferences 
playing a large role in the employment setting for ECNs. And finally there are differences in 
duration and factors when comparing ECNs’ intention to remain in their position and the 
profession. This research suggests that job mobility is desired by ECNs and may be 
leading to superior career outcomes in the profession. The limitations of the current study 
are also explored in this chapter.  
Chapter 6 provides the conclusions for the study, offering recommendations for 
practice and for future research. The first major recommendation of this study focuses on 
recruiting and retaining culturally and linguistically diverse (CALD) Early Career Nurses 
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(ECN) into the profession. The second major recommendation of this study focuses on 
recruiting and retaining ECNs in the out-of-hospital setting. The final recommendation from 
this research is that industry, academia and government focus on facilitating career 




It is clear that there is a nursing shortage in Australia, which is felt more acutely in 
the out-of-hospital setting. One strategy to combat this shortage is increasing supply 
through effective recruitment and retention of the ECN workforce. However, there remains 
conflicting evidence about employment availability for ECNs and effective retention 
strategies for the ECN workforce. There is a strong body of literature addressing general 
nursing workforce issues, specifically retention and turnover. However, many of these 
issues remain difficult to quantify because definitions for terms, such as turnover, are 
varied and data is usually derived from organisational studies or program evaluations. This 
data is difficult to generalise as it often pertains to single sites or is cross-sectional in 
methodology. The literature is disparate about which factors contribute to employment in 
the graduating nurse population and clarity is still required around what enhances ECN 
retention in the profession once in the workforce. Therefore, a review of which factors 
impact on the recruitment of ECNs and subsequent retention is warranted. In the following 
chapter, the literature review aims to provide an overview of the factors related to initial 
employment outcomes of tertiary graduates, and retention of ECNs in the workforce. The 
review was required to expand the first section to include factors that impact on the 
employment of tertiary graduates as there was very limited research conducted in the ECN 
population. The magnitude of research conducted in the ECN population regarding 
retention allowed this aspect to be focused on the ECN population. Therefore the two 
issues are explored separately. The literature review will first provide a synthesis of the 
literature related to the factors that may impact on the initial employment of ECNs and then 
their retention within the nursing workforce, with a focus on the Australian setting. 
 
  
  24 
 
Chapter 2 Review of the Literature 
 
Chapter 1 identified a nursing shortage in Australia. One strategy to increase supply 
is through effective recruitment and retention of Early Career Nurses (ECNs). However, 
there are difficulties in utilising this workforce to meet demand, including barriers to 
employment outcomes, a lack of interest in priority settings, and a lack of clarity regarding 
intention to remain. Therefore a review of the literature was undertaken to explore the two 
main ECN workforce issues: the factors that impact on securing employment, including 
employment settings, for ECNs; and the subsequent retention of ECNs in the workforce. 
Very little published research explores the factors contributing to employment in the 
graduating nurse population, so this aspect of the review was expanded to review factors 
that relate to tertiary graduate employment post-graduation in general. In this first section 
the author uses the term “graduate” or “tertiary graduate” when referring to literature that 
was not focused on nurses. However, nursing-specific studies are highlighted. The 
plethora of studies regarding the retention of the ECN population allowed this section of 
the review to remain focused on this population. The two issues are reviewed separately 




Empirical studies were obtained via electronic database searches of CINAHL, 
PubMed, Informit Australian Public Affairs Full Text (APA FT), Web of Science and 
Scopus, using variations of the following key terms: “health” OR “health graduate” OR 
“graduate” OR “new graduate nurs*” OR “novice nurs*” OR “new nurs*” OR “graduate 
nurs*” OR “early career* nurs*” OR “nurs*” OR “registered nurs*” AND “employ*” OR 
“employ* outcome*” OR “retention” OR “intent to remain” OR “turnover” OR “intent to 
leave”. Searches were limited to studies published between 2000 and 2018 to ensure 
contemporary findings. Government reports on the nursing workforce between 2000 and 
2018 were obtained via electronic searches of government websites such as those of the 
Australian Bureau of Statistics (ABS), Australian Institute of Health and Welfare (AIHW) 
and Health Workforce Australia (HWA), and from personal email contact with the 
Commonwealth Department of Health. International workforce data were obtained via 
electronic searches of websites such as those of the World Health Organisation (WHO) 
and the Organisation for Economic Co-operation and Development (OECD). Historical 
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searching of reference lists yielded one study not already obtained from the original search 
(Kramer, 1974). Kramer’s theoretical study was considered foundational in explaining ECN 
stress and was therefore included. Studies were screened using the title and abstract for 
eligibility and then assessed for quality using the quality assessment criteria of Kmet, Lee, 
and Cook (2004). The initial search yielded 1104 results, with 170 deemed relevant; 68 
articles pertained to the employment outcomes of tertiary graduates and 102 to the ECN 
retention. Four articles contributed to both topics (Gordon et al., 2014; Kidd et al., 2014; 
McDonald et al., 2018; Walker & Campbell, 2013). The majority of articles were from the 
USA, UK, Australia, and Canada.  
 
2.2 Securing Employment for Tertiary Graduates 
 
The expansion of higher education has resulted in an increase in the number of 
tertiary-educated people. There is concern that the supply of tertiary-educated people may 
be outweighing demand (Green & Henseke, 2016), with university graduates being unable 
to obtain a position because their field does not have the capacity to employ them 
(Christopher, Chiarella, & Waters, 2015; Gordon et al., 2014; Patterson & Zibarras, 2018; 
Smith, 2010). The Australian government recognises the need to increase the recruitment 
graduate nurses to combat the imminent nursing shortage (HWA, 2014c). To achieve this, 
strategies have been implemented (e.g. the Clinical Training Fund) to subsidise growth 
(HWA, 2014b), with increases in student enrolments and subsequent graduations noted 
(HWA, 2014b; Hickey et al., 2013). Similarly, securing employment after qualification is of 
utmost importance to ECNs to consolidate knowledge and skills (Harris et al., 2013). 
Despite this, industry (ANMF, 2014), government (Graduate Careers Australia, 2016; 
Health Workforce Australia, 2014b; Mason, 2013b) and independent research (Gordon et 
al., 2014) has shown that not all Australian nursing graduates can secure work as a nurse. 
This issue is not isolated to Australia (Christopher et al., 2015; Freeman et al., 2012; 
Health Education England, 2016), suggesting that despite a documented nurse shortage, 
there are barriers to employment for this population. Compounding this issue, graduate 
nurses in Australia report a lack of interest in working in out-of-hospital settings (Abbey et 
al., 2006; Algoso et al., 2016; Hayes, Orchard, et al., 2006; Stevens, 2011), a finding 
corroborated by international research (Kloster et al., 2007). This lack of preference for the 
areas of workforce priority may be impacting on graduates’ ability to secure work post-
graduation.  
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While there is some research into which areas ECNs prefer for their initial 
employment (Doiron et al., 2014; Hayes, Orchard, et al., 2006; Palese, Tosatto, & 
Mesaglio, 2009), the factors that influence success in gaining this first job are not known 
(Harris et al., 2013). However, there is literature related to these factors for tertiary 
graduates in general. For the wider tertiary graduate population, employment outcomes 
are related to attributes and qualities considered essential to meet demand in a dynamic 
and competitive labour market (Holmes, 2001). A review of the literature identified that 
human capital, demographics, and a vocational degree may play a role in tertiary graduate 
employment. Given the scarcity of literature focused on ECN employment, these factors 
are discussed in relation to tertiary graduates generally, who are referred to as 
“graduates”. Where literature on ECNs does exist, findings are narrowed to focus on this 
population, who are referred to as “nursing graduates” or “ECNs”.  
 
2.2.1 Human capital level. 
 
Human capital refers to the skills, knowledge, and experience accumulated by an 
individual viewed in terms of their value, or cost, to an organisation or country (Keeley, 
2007). Higher levels of human capital increase the likelihood of being employed in the 
future (van der Merwe, 2016). The elements of human capital that may impact on graduate 
employment include educational institution, academic achievement, readiness for practice 
(RFP), and employment experience. These elements are discussed below. 
 
2.2.1.1 Educational institution and academic achievement.  
 
Higher levels of educational attainment are associated with higher employment 
rates and higher relative earnings, more social engagement, and better health (AIHW, 
2017a; OECD, 2018a; Purcell et al., 2013). In Australia a higher education qualification 
allows an individual to gain an advantage in a competitive labour market and open up new 
professional opportunities, especially for careers where a qualification is required for 
employment or practice (ABS, 2014), such as nursing.  
Grade Point Average (GPA) is a numerical calculation, weighted by credit points, of 
the mean of the grades received by a student over a defined study period (Ferris, 2010; 
University of Technology Sydney, 2018), and is used as a measure of academic 
achievement. A study of business students in the United States revealed that a higher 
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GPA was a significant predictor of full-time job placement post-graduation (Schalk, 2015). 
Data from the Household, Income and Labour Dynamics in Australia (HILDA) Survey show 
that the perceived quality of the tertiary educational institution may also impact on securing 
employment post-graduation (van der Merwe, 2016).  
The results of previous research suggest that human capital factors, such as 
education level, institution, and GPA, do have the ability to predict more positive 
employment outcomes for tertiary graduates (Schalk, 2015; van der Merwe, 2016), and 
therefore may impact on nursing graduates’ employment outcomes. In Australia, nursing is 
a nationally regulated profession, with RNs requiring a Bachelor of Nursing or equivalent 
degree prior to registration (ANMAC, 2012; Queensland Government, 2009). In the UK 
where nursing is also a regulated profession, the university from which an ECN graduated 
was influential in employment outcomes (Harris et al., 2013). However, the impact of 
academic achievement or academic institution on employment outcomes for Australian 
ECNs has not been explored.  
 
2.2.1.2 Readiness for practice. 
 
Readiness for practice (RFP) may also play a role in employment outcomes. Career 
readiness, or RFP, is the extent to which graduates are perceived to possess the skills and 
attributes that render them prepared for success in the workplace (Caballero & Walker, 
2010). It is recognised as indicative of tertiary graduate potential in terms of job 
performance and career advancement, emerging as a criterion for graduate recruitment 
(Caballero & Walker, 2010; Walker & Campbell, 2013). A national data set in the United 
States found that students' labour market outcomes were impacted by career readiness 
(Wu, 2018). 
With regards to the ECN population, there is an abundance of literature describing 
the views of ECNs on their RFP prior to the commencement of the RN role (Cantlay et al., 
2017; Casey et al., 2011), during the first year of employment (Milton-Wildey, Kenny, 
Parmenter, & Hall, 2014; Morrow, 2009), and on RN perceptions of ECNs’ RFP (Missen, 
McKenna, & Beauchamp, 2016). Historically, in the ECN population, RFP has often been 
described as a deficit (Romyn et al., 2009), with a lack of consensus about expectations 
and criteria to assess it (Lofmark, Smide, & Wikblad, 2006; Wolff, Pesut, & Regan, 2010). 
For some scholars readiness for practice for ECNs includes critical thinking, clinical 
knowledge, communication and technical skills, professionalism, and time management 
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(Berkow, Virkstis, Stewart, & Conway, 2009; Wolsky, 2014). However, other descriptions 
include a more theoretical underpinning, where being ready for practice means ECNs have 
an understanding of current realities and future possibilities, with a balance of doing, 
knowing, and thinking (Wolff, Regan, Pesut, & Black, 2010).  
This lack of consensus may be attributed to the differences in rating RFP. 
Graduating nursing students often rate their readiness for practice highly (Cantlay et al., 
2017; Casey et al., 2011), although this optimistic view is not often reflected by 
experienced nurses (Missen, McKenna, & Beauchamp, 2018). Despite this inconsistency 
in rating and definition, ECNs’ RFP has been found to uniquely predict work environment 
outcomes such as job satisfaction and work engagement (Walker & Campbell, 2013). 
Although previous research suggests RFP influences wider graduate recruitment 
(Caballero & Walker, 2010; Walker & Campbell, 2013; Wu, 2018) and ECNs perceptions 
of work environments post-employment, its impact on employment outcomes in the ECN 
population is not yet known. 
 
2.2.1.3 Employment experience.  
 
Employment experience, especially current employment, has positive impacts on 
gaining employment in the future (Chartered Institute of Personnel and Development, 
2017; van der Merwe, 2016). To maintain employment individuals accrue human capital 
through the development of skills, knowledge, and experience (Prowse, 2012; van der 
Merwe, 2016). As well as preventing economic hardship, employment can improve health 
and wellbeing, reducing the risk of deprivation and social exclusion (AIHW, 2017a).  
Internationally, there is evidence to suggest that nursing students seek employment 
in health-related settings (Salamonson & Andrew, 2006), and that ECNs perceive that 
undergraduate employment will have positive impacts on securing employment after 
graduation (Phillips, Esterman, Smith, & Kenny, 2013; Phillips, Kenny, Smith, & Esterman, 
2012). Phillips et al. (2012) describe how undergraduate nursing students are strategic in 
their choices of employment during their degree, perceiving that this will help secure 
employment in their chosen area post-graduation. Added to this, undergraduate nursing 
students who work in health-related fields report higher confidence and perceive this work 
experience will support them during the graduate nurse transition period (Phillips et al., 
2013; Phillips et al., 2012). Given the lack of longitudinal follow-up, it is not yet known if 
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this positive perception actually results in increased employment as a nurse post-
graduation. 
 
2.2.2 Demographics of tertiary graduates. 
 
Demographic characteristics have been shown to play a role in the employment 
outcomes of tertiary graduates, including English as a second language (ESL), gender, 
age, and geographical location (Chartered Institute of Personnel and Development, 2017; 
van der Merwe, 2016). These demographic characteristics are discussed below. 
 
2.2.2.1 English as a second language. 
 
In countries where English is the main language, employers offer more attractive 
employment packages to applicants with good English language skills, which in turn leads 
to faster progression through job grades and higher salary increases (Cambridge English, 
2016). Therefore it is not surprising that a lack of English language skills may lead 
migrants in countries where English is the main language to work in lower-level jobs, often 
leading to lower job satisfaction (Bloemen, 2013). Within the Australian context, having 
English as a second language (ESL) creates barriers to securing employment, with 
migrants from non-English-speaking countries faring worse than those from English-
speaking countries (van der Merwe, 2016). ESL traditionally refers to the use, or study of, 
the English language by non-native speakers in an English-speaking environment 
(Gunderson et al., 2013).  
In 2016 one-fifth of Australians spoke a language other than English at home, most 
commonly Mandarin, Arabic, Cantonese, or Vietnamese (ABS, 2017a). Between 2011 and 
2016 there was also a 4.1% decrease in those having English as the only language 
spoken at home, from 76.8% to 72.7% (ABS, 2017a). Key reforms to the General Skilled 
Migration program in Australia have included an increase in requirements for migrants 
seeking employment as nurses, including an increase in the English language prerequisite 
(Department of Home Affairs, 2018b). The process for English language proficiency (ELP) 
assessment for ECNs is explained in the discussion chapter, section 5.1. It has been 
postulated that despite ELP thresholds being enforced prior to registration into the 
profession (NMBA, 2015a), these changes have resulted in migrants having difficulty 
securing employment in the hospital setting. Therefore despite these migrants meeting 
  30 
 
ELP requirements for registration, they more commonly seek employment in the out-of-
hospital setting (Coyne et al., 2016). As Australia is becoming more culturally diverse, the 
impact of English as a second language on employment outcomes may be an important 
factor for not only migrants but domestic graduates. However, to date the impact of ESL 




Gender is also a demographic factor that has been associated with employment in 
all sectors. In Australia, although historically male graduates had higher rates of 
employment, this trend has changed with females now more likely to attain employment 
post-graduation (van der Merwe, 2016). This could reflect a range of factors: the need to 
supplement household incomes, changes in preferences, alterations in traditional gender 
roles associated with family commitments, and macroeconomic environment changes 
showing a reduction in male-dominated fields (van der Merwe, 2016). In 2015 only 10.9% 
of the RN workforce were men, an increase of 0.7% from 2011 (AIHW, 2016b). Therefore 
the ramifications of gender differences in employment may be felt acutely in this female-
dominated profession; however, it is unknown whether gender plays a role in employment 




There is a relationship between age and employment status. It is known that new 
graduates in all professions have higher rates of mobility between jobs than those who 
have spent more time in the workforce (Kidd et al., 2014). The rates of transition between 
labour force status, such as employment and unemployment, decrease with age, 
indicating that the older group have more stable labour market behaviour as the likelihood 
of moving out of the workforce and into retirement increases (Gray, Heath, & Hunter, 2002; 
van der Merwe, 2016). There is less evidence available on the impact of age on initial 
graduate employment outcomes, with the focus of research on ageism in recruitment of 
older Australians (Australian Human Rights Commission, 2016). With regards to the age 
profile of nursing graduates in 2015, over 80% of first-time RN registrants in Australia were 
under 34, and almost half were under 25 (AIHW, 2017b). Data from HWA (2014b) suggest 
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that the rate at which nurses leave the profession varies by age; it is not known whether 
age impacts on initial employment outcomes for ECNs. 
 
2.2.2.4 Geographical location. 
 
Geographical location has an impact on individuals’ employment outcomes. 
Individuals living in metropolitan areas have better employment prospects compared to 
regional and rural areas (van der Merwe, 2016). In the nursing profession, geographical 
location has been found to relate to employment location choice for ECNs in that graduate 
nurses prefer to remain close to where they currently live (Kovner et al., 2011; Wilkinson, 
Neville, Huntington, & Watson, 2016). The majority of nursing degree programs are 
conducted in metropolitan areas (Australian Trade and Investment Commission, 2016). In 
2015 there were an estimated there were 9960 undergraduate nursing students in 36 
accredited nursing programs in Australia (AHPRA, 2013; Braysher, 2017; NMBA, 2016a); 
however, exact numbers from each institution are unknown. Additionally, each institution 
may have several campuses, in metropolitan, regional, rural or remote areas, and 
therefore it is difficult to know how many nursing students study in each geographical 
location.  
The literature does report that the rural nursing workforce is largely sourced from 
rural areas, with nurses who work in rural areas often reporting previous exposure to 
nonmetropolitan life as a significant reason they choose to work there (Hegney, McCarthy, 
Rogers-Clark, & Gorman, 2002). However, if local employment options fail to meet 
important job factors, nursing graduates can feel they must leave their home community in 
search of satisfying work (Freeman et al., 2012; Freeman, Beaulieu, & Crawley, 2015; Lea 
et al., 2008). This is particularly significant for Australia as rural and remote areas have 
issues related to workforce undersupply (Lea & Cruickshank, 2015b) and report higher-
than-average turnover rates (Hegney et al., 2002). Geographical location upon graduation 
impacts on ECN employment choices.  Exploring this concept using longitudinal data may 
provide evidence to increase supply to the areas in need and reduce turnover rates. 
 
2.2.3 Clinical placements and vocational degrees. 
 
Another factor related to the employment of tertiary graduates is the possession of a 
vocational degree. Vocation is defined as of, relating to, or undergoing training in a skill or 
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trade to be pursued as a career, usually involving clinical placements or internships 
(Higher Education Funding Council for England, 2018). In Australia, clinical placement or 
internships must meet the definition under the Fair Work Act 2009, in that there must be no 
entitlement for pay, completed as a requirement of an education or training course, and 
approved by the institution delivering the course (Fair Work Ombudsman, 2017). 
Undergoing clinical placement or internships provides the opportunity to apply theory and 
skills learned while studying in a professional workplace (Fair Work Ombudsman, 2017) 
and can positively and significantly predict job attainment in the area of specialisation 
(Schalk, 2015).  
Graduates from vocational degrees have a higher probability of being in highly skilled 
employment and are more likely to have higher earnings than those who studied less 
vocational subjects (Higher Education Funding Council for England, 2018). Subjects in the 
health sector such as nursing are considered highly vocational because they have direct 
routes into specific occupations (Higher Education Funding Council for England, 2018). 
Although no study to date has systematically investigated the link between ECN clinical 
placements and future employment as an RN, there is a common theme of a positive 
association between clinical placements and workforce recruitment for health 
professionals (Bowles et al., 2015).  
Nursing graduates apply for positions at facilities where they have had a positive 
learning experience and felt supported during placement (Andrews, Brodie, Andrews, 
Wong, & Thomas, 2005; Boyd-Turner, Bell, & Russell, 2016; Freeman et al., 2012; 
Scanlon, 2009; Wareing et al., 2017). ECNs also anticipate that they will secure graduate 
employment at their clinical placement location (Freeman et al., 2012; Rebeschi & 
Aronson, 2009; Wareing et al., 2017). These studies were done in the USA (Rebeschi & 
Aronson, 2009), Canada (Freeman et al., 2012) and the UK (Wareing et al., 2017). One 
study qualitatively analysed one open-ended question to describe the experiences of 
Australian and New Zealand nursing and midwifery students (𝑛 = 176) looking for 
employment after graduation (Tuckett & Oliffe, 2016). That study found that for some, 
employment after graduation was linked to job offers from facilities where the students 
completed clinical placements. However, research to date in Australia regarding the 
impact of clinical placement location on post-graduate employment has focused on single 
sites and specific specialties or has lacked a longitudinal element. The use of more robust 
research methods and larger samples to systematically investigate the link between 
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clinical placements and future employment is required to understand how the vocational 
nature of the nursing degree impacts on employment outcomes for ECNs. 
 
2.2.3.1 Preferences of employment setting.  
 
In addition to clinical placements impacting on employment outcomes, the location of 
those placements have also been linked to specialty preference for initial work as a nurse 
(Freeman et al., 2012; Rebeschi & Aronson, 2009; Scanlon, 2009; Wareing et al., 2017). 
For example, placements in paediatric settings have stimulated students’ interest in 
returning to work in this speciality (Boyd-Turner et al., 2016). Similar findings have been 
reported even in difficult-to-recruit areas, such as rural health settings (Bowles et al., 2015) 
and Aboriginal health settings (McDonald et al., 2018). This is significant with regard to 
nursing graduates, as personal preference has been suggested as a factor that influences 
initial employment outcomes (Boyd-Turner et al., 2016; Freeman et al., 2012; Freeman et 
al., 2015; Palese et al., 2009; Wilkinson et al., 2016).  
Wilkinson et al. (2016) identified that graduates carefully considered their nursing 
future and choice of the clinical area was directly related to a career plan for the majority of 
respondents. Boyd-Turner et al. (2016), Freeman et al. (2012), Freeman et al. (2015) and 
Palese et al. (2009) all cite a desire to work in a particular clinical specialty as having an 
impact on graduates’ future employment choices. Although research has shown that 
clinical placement may affect ECN preferences, no study has measured the association 
between preference to work in a setting and actual employment, nor has any research 
then evaluated retention in these clinical settings (Bowles et al., 2015).  
One strategy to address the worldwide shortage of nurses is to increase workforce 
capacity by producing RN graduates. The factors related to tertiary graduate employment 
such as human capital, demographics, and vocational degrees must be explored in this 
population to identify the precise factors that impact on employment outcomes to enable 
workforce planning into the future. The current research is often cross-sectional in 
methodology, and usually implements a single site design, with a focus on the hospital 
setting. This style of research limits the conclusions that can be drawn. Longitudinal 
research is needed to identify the precise factors that influence employment outcomes for 
ECNs, especially in hard-to-recruit priority areas such as the out-of-hospital setting.  
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2.3 Retention of Early Career Nurses 
 
The current evidence suggests that ECNs who are able to secure employment may 
subsequently leave the profession early (North, Leung, & Lee, 2014). In Australia there is 
no mandatory retirement age for nursing. “Early” in this instance refers to ECNs who leave 
the profession despite remaining competent and able to contribute to the nursing 
profession. ECN turnover is financially expensive for the industry internationally (Fink, 
Krugman, Casey, & Goode, 2008; McCalla-Graham & De Gagne, 2015) and in Australia 
(Henderson et al., 2015; Roche et al., 2014). It can also lead to a decrease in the quality of 
care through lack of continuity of care (Eley, Buikstra, Plank, Hegney, & Parker, 2007; 
Huntington, Kellett, Gilmour, Turner, & Neville, 2012; O'Brien‐Pallas et al., 2010). As 
shown in Table 1, there is a plethora of research on ECN retention and turnover. This 
research has focused on intent to leave a position and intent to leave the profession, with 
some studies including both variables. Actual turnover from a position or the profession is 
not reported as often but usually includes other variables such as intent to leave. Intent to 
remain in a position or the profession is not reported as often. 
Historically, ECN turnover from a position was thought to be related to discouraging 
and exhausting work experiences (Duchscher, 2008; McKenna & Green, 2004) and this 
observation remains supported in some of the literature (Friday, Zoller, Hollerbach, Jones, 
& Knofczynski, 2015; Henderson et al., 2015; McCalla-Graham & De Gagne, 2015; Rush, 
Adamack, Gordon, Janke, & Ghement, 2015). However, turnover from one job to another 
within the nursing profession has also been reported to achieve career advancement, 
better working conditions, develop new skills and meet professional goals, often resulting 
in superior financial earnings for the individual (Camerino et al., 2008; Cho et al., 2014; 
Eley et al., 2007; Kidd et al., 2014; Le Vasseur, Wang, Mathews, & Boland, 2009). 
Therefore, there is a lack of consensus regarding the factors that impact on intention to 
remain in a position and the profession, suggesting a review of the literature was required. 
Six factors associated with turnover or retention (job satisfaction, work environment, 
support, stress, demographics, and human capital) were identified in the nursing literature 
and are discussed are below. 
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Table 1  
Studies Reporting ECN Turnover and Retention 















(Lee, Lim, Jung, & Shin, 
2012; Peterson, McGillis 
Hall, Brien-Pallas, & 
Cockerill, 2011; Rheaume, 
Clement, & Lebel, 2011; 
Spence Laschinger, Wong, 
& Grau, 2012; Tomietto, 
Rappagliosi, Sartori, & 
Battistelli, 2015) 
(Ishihara, Ishibashi, 
Takahashi, & Nakashima, 
2014; Lavoie‐Tremblay, 
O'Brien‐Pallas, Gélinas, 
Desforges, & Marchionni, 
2008; Numminen, 
Ruoppa, et al., 2016; 
Scott, Engelke, & 
Swanson, 2008; Spence 
Laschinger, 2012; 
Spence Laschinger, 
Cummings, et al., 2016; 
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2.3.1 Job satisfaction. 
 
The literature shows that job satisfaction is an important value in healthcare 
organisations because increasing job satisfaction may improve nursing productivity and 
patient outcomes (Gaki, Kontodimopoulos, & Niakas, 2013; Güleryüz, Güney, Aydın, & 
Aşan, 2008; Kelly, McHugh, & Aiken, 2011). Castaneda and Scanlan (2014) reviewed the 
literature and concluded that job satisfaction is a complex concept. They defined job 
satisfaction as “an affective reaction to a job that results from the incumbent’s comparison 
of actual outcomes with those that are desired, expected, and deserved” (2014, p. 130). 
However, more recent research by Wang and Jing (2018) identified that definitions 
continue to vary with approaches used for analysis. Despite variation in definition, it is 
clear that job satisfaction for nurses has been associated with the intention to leave or 
remain in a current position (Bontrager et al., 2016; Cho et al., 2012; Kenny, Reeve, & 
Hall, 2016; O'Brien‐Pallas et al., 2010; Suzuki et al., 2010) and the profession (Gurkova et 
al., 2013; Parry, 2008; Walker & Campbell, 2013). Three of these studies were conducted 
in Australia. Kenny et al. (2016), Parry (2008) and Walker and Campbell (2013) all showed 
that job satisfaction was significantly and positively associated with intent to stay in a job in 
Australia; however, intent to remain the profession was not explored. 
There are also a multitude of variables that are linked to job satisfaction. Work 
elements such as pay, perceived staffing adequacy (Kaddourah, Khalidi, Abu-Shaheen, & 
Al-Tannir, 2013), perceptions of job difficulty, job demands, and job stress (Cheng, Liou, 
Tsai, & Chang, 2015; Unruh & Zhang, 2014), authentic leadership (Fallatah & Laschinger, 
2016), supervisor incivility (Read & Laschinger, 2013) and possibilities for career 
development (Flinkman et al., 2010) have been related to job satisfaction, as have 
individual characteristics such as organisational commitment (Li, Early, Mahrer, 
Klaristenfeld, & Gold, 2014), psychological capital, structural empowerment (Pineau Stam, 
Spence Laschinger, Regan, & Wong, 2015; Weng et al., 2010), competence (Numminen, 
Leino-Kilpi, Isoaho, & Meretoja, 2015), and work readiness (Walker & Campbell, 2013). 
The plethora of variables associated with job satisfaction in the literature ensures it 
remains a complex concept despite multiple studies. 
The literature reports variations in ECN ratings of job satisfaction. Several studies 
have reported that ECNs have relatively low job satisfaction (Boamah & Laschinger, 2016; 
Bontrager et al., 2016; Daehlen, 2008; Gill, Deagan, & McNett, 2010; Henderson et al., 
2015; Hussein et al., 2016; Kenny et al., 2016). However, there are also studies that show 
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that ECNs are moderately to very satisfied with their jobs (Hickson, 2013; Park, Lee, & 
Cho, 2012). The variety of job satisfaction tools used in the literature adds to this confusion 
by making comparisons across studies difficult. 
Job satisfaction may also be impacted by time in the profession or specialty, or both. 
Studies have found that scores for job satisfaction are significantly higher after 12 months 
in the workplace than on commencement or after six months (Bratt & Felzer, 2011; Cheng 
et al., 2015), although the impact of time on job satisfaction in early career may be 
dependent on specialty (Cheng et al., 2015; Murrells et al., 2008). The impact of job 
satisfaction on intention to remain in both the profession and a position is yet to be 
explored in the Australian ECN population, especially among those working in the out-of-
hospital setting.  
 
2.3.2 Work environment. 
 
Negative perceptions of the work environment are strong predictors of an increased 
intention to leave the profession among ECNs (Brewer et al., 2015; Dechawatanapaisal, 
2018; Guerrero et al., 2017; Ishihara et al., 2014; Parry, 2008; Unruh & Zhang, 2014). 
Indeed employers who are able to retain nurses have been shown to have positive work 
environments (Kramer, Halfer, Maguire, & Schmalenberg, 2012; Li, Galatsch, Siegrist, 
Müller, & Hasselhorn, 2011; O'Brien‐Pallas et al., 2010). 
ECNs emerge from academia with very high expectations of their initial work 
environments (Kramer, Brewer, & Maguire, 2013), with some identifying that these 
expectations are not met (Caliskan & Ergun, 2012). However, surveys of hospital-based 
nurses suggest that work environment elements that impact on turnover intention may 
evolve over time. Turnover intentions of ECNs after up to six months of employment may 
be influenced by factors such as work schedule, orientation, teamwork, and professional 
development (Tomietto et al., 2015; Yu & Kang, 2016). However, after 18 months of 
employment, only opportunities for professional development remained as a factor 
influencing turnover intention (Tomietto et al., 2015; Weng et al., 2010; Yu & Kang, 2016). 
As with job satisfaction, there are a multitude of elements that have been tied to work 
environment and ECN retention; however, the work environments impact on intention to 
remain in a position and the profession have not been explored simultaneously.  
 
 




Coupled with job satisfaction and work environment, retention of ECNs is thought to 
be improved by providing support to ease the transition from student to professional nurse 
(Lavoie‐Tremblay et al., 2008; Unruh & Zhang, 2013; Unruh & Zhang, 2014). Socialisation 
techniques in nursing are used by organisations to ensure the work environment is 
supportive. Socialisation techniques can include individual recognition, empowerment, 
modelling of behaviours including reducing incivility, professional development plans, and 
formal structured support programs (D'Ambra & Andrews, 2014; Phillips, Esterman, & 
Kenny, 2015; Read & Laschinger, 2015; Spence Laschinger, Zhu, & Read, 2016; Tomietto 
et al., 2015). Formal structured support programs, referred to in the literature as transition 
support programs, new graduate nurse programs, residencies, or internships, vary in 
duration, structure, content and components. However, these programs generally include 
a combination of orientation program, clinical education, formal or informal preceptorships 
or mentorships, and supernumerary time (Rush, Adamack, & Gordon, 2013). In this 
research these programs will be referred to as formal structured support programs. 
Systematic reviews have concluded that the specific socialisation technique of formal 
structured support programs is necessary for creating working environments that support 
new nurses in the clinical environment, and this is demonstrated by increased job 
satisfaction and retention rates (Chen & Lou, 2014; Missen et al., 2014). However, 
optimum program length and structure remain unclear due to variable and low-quality 
evidence (Missen et al., 2014; Rush, Adamack, Gordon, Lilly, & Janke, 2013), with few 
organisations incorporating transition theory into the content, structure or process of their 
support elements for ECNs (Duchscher, 2009).  
In the ECN literature there is a focus on the impact of support mechanisms used to 
aid the transition to practice on ECNs’ job satisfaction. Those studies have reported mixed 
results. Some studies show ECNs who have formal structured support programs are more 
likely to have improved satisfaction (D'Ambra & Andrews, 2014; Kenny et al., 2016; Missen 
et al., 2014). Other studies agree, showing preceptor role effectiveness (Bontrager et al., 
2016) and mentorship programs (Chen & Lou, 2014) as predictors of job satisfaction. 
However, one systematic review found that support through preceptorship had no impact 
on job satisfaction for ECNs (Ke, Kuo, & Hung, 2017). Currently, there seems to be 
discrepancies regarding the elements of formal structured support programs that do result 
in increased satisfaction for ECNs.  
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In addition, formal structured support programs have traditionally been focused on 
the hospital setting (Gordon et al., 2014), and are not widely used in the out-of-hospital 
environment (Baumann, Hunsberger, Crea-Arsenio, & Rizk, 2015). Therefore their 
effectiveness in the out-of-hospital setting is not known. Despite extensive research into 
support mechanisms to ease the transition of ECNs into practice (Bontrager et al., 2016) 
and their effectiveness in retaining ECNs in their position (Chen & Lou, 2014; Missen et 
al., 2014), there remains gaps in the current evidence about their effectiveness in retaining 




The impact of stress on ECNs’ intention to remain in their position and the profession 
is shown in the literature through its impact on job satisfaction. Increased occupational 
stress, stress in the workplace, or job stress, as it is known, leads to dissatisfaction 
(Chang, Hancock, Johnson, Daly, & Jackson, 2005; Healy & McKay, 2000; Hoffman & 
Scott, 2003; Winter-Collins & McDaniel, 2000). More recent research challenges the belief 
that stress leads to dissatisfaction (Skinner, Madison, & Humphries, 2012) by identifying 
very positive levels of enjoyment and satisfaction by Australian nurses despite the 
acknowledgment of highly stressful work. However, most research links stress with 
negative outcomes. For instance, higher levels of workplace stress have been associated 
with higher levels of depression and anxiety as well as lower levels of resiliency and 
healthy lifestyle beliefs (Melnyk, Hrabe, & Szalacba, 2013). Organisational culture factors 
have been found to be effective in moderating the negative effects of current stress 
exposure for nurses (Li et al., 2014; Spence Laschinger, 2012). Therefore, it is thought 
that improving working conditions for nurses, such as improved productivity and patient 
ratios, might reduce stress levels, thus improving job satisfaction and encouraging 
retention of nurses in the profession (Healy & McKay, 2000).  
According to current understandings, ECN transition to practice is challenging, often 
resulting in stress. The theory-practice gap is described as the inability of ECNs to relate 
and implement ideological knowledge gained in education to the realities of healthcare 
practice (Clark & Holmes, 2007), and was first documented in the 1970s by Kramer (1974) 
who coined the term “reality shock” to describe the experience. A more recent theorist 
(Duchscher, 2009) builds on Kramer’s (1974) work by suggesting that the professional 
adjustment of ECNs involves changes that may elicit feelings of anxiety, insecurity, 
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inadequacy, and instability, describing this phenomenon as “transition shock” (Duchscher, 
2009). Therefore, it can be expected that ECNs will experience stress in the workplace as 
they transition. This knowledge suggests future research should move beyond assessing 
ECNs’ stress in the workplace to ascertain whether ECNs’ experience of stress impacts on 
their work and their intention to remain in the current position and the profession. 
 
2.3.5 Demographics and human capital. 
 
In the general nursing population research has shown common demographic 
characteristics among nurses planning to leave the profession, for example being younger 
(Barron & West, 2005; Camerino et al., 2008; Hasselhorn, Tackenberg, & Muller, 2005; 
Kuokkanen, Leino-Kilpi, & Katajisto, 2003), being more highly qualified, and/or being male 
(Barron & West, 2005; Hasselhorn et al., 2005). However, research into the impact of 
individual characteristics on turnover of ECNs is sparse. For ECNs, being married or 
working in small nonmetropolitan hospital (Cho et al., 2014; Cho et al., 2012), or being 
older or working in a non-preferred ward (Beecroft et al., 2008), may increase intention to 
leave current position. By contrast, Liu et al. (2016) found that personal characteristics did 
not have a significant effect on new nurses’ intent to leave. As previously discussed, 
younger people, aged under 35 years, have shorter job tenure and greater job mobility 
than older employees (Fell, 2018), and new graduates in all professions have higher rates 
of mobility than those who have spent more time in the workforce (Kidd et al., 2014). This 
fact must be remembered, but it is not often discussed in the literature when looking at the 
ECN population, who are usually aged under 35 years.  
There is research showing that some individual characteristics can predict 
satisfaction and organisational commitment, which in turn may lead to retention. ECNs 
who are more likely to remain in the profession report high levels of perceived job-fit, that 
is, they not only feel satisfied with their work environment but also identified as being a 
nurse (Boamah & Laschinger, 2016; Cowin & Hengstberger-Sims, 2006; Parry, 2008). 
ECNs with high emotional intelligence (Güleryüz et al., 2008), high self-efficacy (De 
Simone & Planta, 2017; Peterson et al., 2011), and who feel more prepared for practice 
(Hussein et al., 2016; Kenny et al., 2016; McCalla-Graham & De Gagne, 2015; Numminen, 
Leino-Kilpi, Isoaho, & Meretoja, 2016) are more likely to have higher levels of job 
satisfaction and organisational commitment, which in turn may lead to higher retention.  
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The Australian research is dated or uses only cross-sectional methodology, apart 
from one study conducted by Kenny et al. (2016). That research team used survey data 
from a cohort study of nursing students recruited through two Australian universities and 
followed after graduation and workforce entry from 2008 to 2014. The study results 
suggest that policies focussed on improving ECN satisfaction with the work environment 
would be more effective at retaining nurses early in their career than improvements to 
conditions such as work hours and wages. It concluded that investment in formal 
structured support programs would potentially have the largest impact on retention. 
However, one study limitation identified by Kenny et al. (2016) was the study endpoint 
being the expectation of changing jobs rather than intention to leave or remain in the 
profession. There is a plethora of research linking ECN turnover to a variety of human 
capital factors, and some research into how demographics impact on intention to remain. 
But the changing labour market and inconsistent terminology suggest that the factors 
impacting on ECN retention in their initial positions and the profession require further 
research.  
Most studies to date focus on determinants of nurse turnover as opposed to intent to 
remain and were conducted in hospital settings only. While there is literature examining 
ECN transition to practice in acute‐care hospital‐based settings, there is a lack of literature 
that examines ECN transition to practice in out-of-hospital settings. Similarly, the term 
“turnover” is often used in the literature without clarification as to whether this turnover is 
from a position or from the profession. This is despite the reasons for leaving the 
profession and for leaving a position being different. Therefore, the actual ECN turnover 
from a position (Beecroft et al., 2008; Flinkman & Salanterä, 2015; Kovner & Djukic, 2009), 
and the profession (Chachula et al., 2015; McDonald et al., 2018; North et al., 2014) that is 
reported is wide-ranging.  
In Australia (Wilkins & Inga, 2018) and internationally (Tourangeau, Patterson, Saari, 
Thomson, & Cranley, 2017), job mobility has become common for many people. This is 
due to education, career changes, upskilling and moving location, especially for young 
workers and is actually associated with superior earnings for the individual. However, job 
mobility has not been reviewed in the ECN population. Therefore the early exits of ECNs 
from a position and the profession may be a result of evolving factors. Currently a lack of 
longitudinal follow-up means it is not known what proportion of the temporary exits from 
the profession end up being permanent, nor whether they were for career or academic 
progression, or due to dissatisfaction. An increased understanding of the causal influences 
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on ECNs’ intent to remain both in the position and the profession should lead to evidence-
based strategies that may result in higher retention rates. Therefore the factors that impact 
on retention in a position, and the profession, should be examined using a longitudinal 
design to track intra-individual changes over time with a focus on intent to remain as 




This chapter reviewed the literature pertaining to the factors that impact on securing 
employment, including employment setting and intent to remain in the position and the 
profession, for ECNs. The key factors that may impact on securing employment of tertiary 
graduates were identified as human capital, demographics, and vocational degrees. The 
key factors that may impact on intention to remain were identified as demographics, 
human capital, job satisfaction, work environment, support, and stress. Research into 
factors that impact on employment outcomes for ECNs is sparse. Although domestic 
graduate nurses in Australia report a lack of interest in working in the current areas of 
workforce need such as the out-of-hospital setting, the factors that impact on initial 
employment settings for nursing graduates are not known. Increased job mobility in the 
general population make it difficult to specify the factors that impact on ECNs’ intent to 
remain in the profession and in a position. The issues of securing employment for ECNs 
and their retention were explored separately but are clearly linked. There is considerable 
overlap in the factors that impact on employment and intent to remain. Therefore, this 
current research aims to discover the factors that influence the initial employment 
outcomes of ECNs and the factors that impact on employment setting for those ECNs who 
do secure work. Equally, it aims to clarify which factors impact on ECN intention to remain 
in the profession and their current position. 
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Chapter 3 Methods 
 
The literature review has highlighted the lack of information about the factors that 
influence the employment outcomes and settings of Early Career Nurses (ECNs). This is 
coupled with a lack of clarity about retention of ECNs in their current positions and in the 
nursing workforce. This study aims to explore this knowledge gap. A quantitative 
approach, guided by Stages of Transition Theory (Duchscher, 2008) and Transition Shock 
(Duchscher, 2009), was designed to address the study’s three research questions. 
 
3.1 Research questions. 
 
1. Which factors influence initial employment outcomes for Early Career Nurses 
(ECNs)? 
2. Which factors influence employment as a Registered Nurse (RN) in hospital versus 
out-of-hospital settings? 
3. To which factors do Early Career Nurses (ECNs) attribute their intent to remain in 
the profession and their current positions? 
 
3.2 Methodology  
 
The study was guided by two theoretical frameworks, Stages of Transition Theory 
(Duchscher, 2008) and Transition Shock (Duchscher, 2009). Stages of Transition Theory 
postulates that the ECN moves through stages of transition while they adapt to 
professional practice (Duchscher, 2008). This theory builds on Benner’s (1984) From 
Novice to Expert model, which conceptualised the evolution of ECNs from novice on 
commencement of their professional careers to expert, through gaining experience over 
time in practice. Benner (1982) began the explanation of how transition through 
experience occurs, stating that “experience is not the mere passage of time or longevity; it 
is the refinement of preconceived notions and theory by encountering many actual 
practical situations that add nuances and shades of difference to theory” (p. 407). 
Transition Shock (Duchscher, 2009) describes the initial professional adjustment 
from student nurse to a practising nurse. It builds on Kramer’s (1974) foundational work on 
Reality Shock, which first described the shock ECNs experienced when they discover they 
are not fully prepared, emotionally or cognitively, to transition from academia into 
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professional practice. This Reality Shock describes a predictable journey: initial excitement 
and exhilaration are followed by disillusionment when learned professional values are not 
met in the professional setting, concluding with recovery and resolution when the balance 
is restored (Kramer, 1974; Kramer & Schmalenberg, 1978). If the ECN cannot recover to 
restore balance, disenchantment with nursing ensues, often leading to job and industry 
turnover (Kramer & Schmalenberg, 1978).  
 
3.2.1 Stages of transition theory. 
 
Stages of Transition Theory suggests that the initial 12 months of adaptation to 
professional practice involves significant adjustments to personal and professional roles 
(Duchscher, 2008). It builds on Benner’s (1984) foundational work by recognising that 
support alongside experience allows ECNs to evolve, through three stages of “doing”, 
“being”, and “knowing” (see Figure 3), into the professional role (Duchscher, 2008). In the 
“doing” stage (the first three to four months), initial excitement is met with new 
responsibilities and challenges, including situations beyond the ECN’s capacity to manage, 
making them feel unprepared for their functional workload (Duchscher, 2008). “Being” (four 
to eight months) is a prompt advancement in critical thinking, knowledge level, and skill 
competency, coupled with the realisation of inconsistencies and inadequacies in the 
healthcare system (Duchscher, 2008). This is a time when ECNs struggle between 
adjusting to their new work life schedules or withdraw from work in an attempt to recover 
control over their lives (Duchscher, 2008). “Knowing” is the final stage, definable by a 
relatively stable level of comfort and confidence (Duchscher, 2008). The stages are not 
linear and with the introduction of new events, relational circumstances, and/or unfamiliar 
or complex practice situations or contexts, the ECN can experience transient regressions 
while progressing along the transition continuum (Duchscher, 2008).  
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Figure 3 The Stages of Transition Theory (Duchscher, 2008) 
 
3.2.2 Transition shock. 
 
Transition Shock (Duchscher, 2009), embedded in the “doing” stage of Stages of 
Transition Theory, builds on Kramer’s (1974) Reality Shock, by suggesting that 
professional adjustment involves changes that may elicit feelings of anxiety, insecurity, 
inadequacy, and instability (Duchscher, 2009). Since the publication of Kramer’s (1974) 
work, the discrepancy in role conceptions has decreased through increased collaboration 
between academic and practice settings (Clare et al., 2003), and expanded student clinical 
experiences (Cantrell, Browne, & Lupinacci, 2005). Therefore the study of ECN role 
transition has shifted from a focus on the ECN being unprepared for the clinical 
environment to examine the impact of misaligned expectations and perceptions of the 
professional-practice work environment (Kramer et al., 2013). Duchscher (2009) describes 
this phenomenon as “the apparent contrast between the relationships, roles, 
responsibilities, knowledge, and performance expectations required within the more 
familiar academic environment to those required in the professional practice setting” (p. 
1105). There is an abundance of literature to support the experience of Transition Shock in 
the ECN population (Al Awaisi, Cooke, & Pryjmachuk, 2015; Caliskan & Ergun, 2012; 
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Chandler, 2012; Murray, Sundin, & Cope, 2018). The intensity and length of the transition 
from student to nurse is acknowledged as being dependent on the ECN’s responsibilities, 
relationships, and knowledge (Duchscher, 2009).  
 
3.3 Study Design 
 
This research study employed a prospective cohort design to describe and evaluate 
the association between an individual ECN’s characteristics and their initial employment 
outcomes, settings and intent to remain. Prospective cohort studies follow a defined group, 
who are free of the outcome, and whose exposure to risk factors are outside the control of 
the researcher until the occurrence of an outcome is measured at a later date (Supino & 
Borer, 2012). This allows individualised data collection critical for evaluating the 
relationships between and among variables (Gray, Grove, & Sutherland, 2017; Wolfgang & 
Pigeot, 2014). The advantage of a prospective design is that causal inferences can be 
analysed and the direction of inquiry is minimally impacted by bias (Supino & Borer, 2012; 
Webb, Bain, & Pirozzo, 2005). Prospective cohort studies allow for enhanced validity over 
other types of research design, such as cross-sectional surveys (level III-3) and case 
studies (level IV) (Gray et al., 2017; Schneider, Whitehead, LoBiondo-Wood, & Haber, 
2017). Although the latter designs can use fewer resources (such as time) and have more 
simplified research designs, some authors suggest they provide weaker, if any, evidence 
of causality (Brewer et al., 2015; Gray et al., 2017; Z. Schneider et al., 2017).  
 
3.3.1 Minimising bias. 
 
Bias refers to any tendency that prejudices consideration of a research question 
(Supino & Borer, 2012; Sutherland, 2017). In quantitative studies, it is acknowledged that 
bias can be problematic (Sutherland, 2017). The most common sources of bias in 
longitudinal cohort studies are exposure misclassification bias, change in exposure level 
over time, nonparticipation bias, reporting bias, and loss to follow-up bias (Supino & Borer, 
2012). In this study design: 
 Exposure misclassification bias was minimised by: 
o Recruiting participants while they were completing the final semester of their 
undergraduate degree and therefore not yet eligible to work as a Registered 
Nurse (RN) 
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o Applying strict measurable criteria over multiple data collection points  
 Change in exposure level over time bias was minimised by: 
o Evolving communication strategy dependent on the previous exposure-
outcome. For example, those who stated they were waiting for employment 
to begin in Phase Two were reminded of this to ensure clarification of this 
outcome status 
o Identifying and clarifying the exposure status of each participant at each data 
collection point 
 Non-participation bias was minimised by:  
o Recruiting from a population of graduating RNs to encourage participation of 
those seeking or not seeking future nursing employment 
 Reporting bias was minimised by: 
o Using previously validated tools and conducting pilot tests post expert panel 
review of the complete survey tool (Early Career Nurse Employment 
Experience Survey (ECNEES)) 
In longitudinal studies, the burden of long-term commitment subsequently increases 
loss to follow-up, which is seldom random (Dillman, Smyth, & Christian, 2014; Kristman, 
Manno, & Côté, 2004). Non-responders may have characteristics that differ from 
respondents, and it may be impossible to identify the differences, or if they are relevant to 
results (Dillman et al., 2014). Therefore, prospective studies have more control over 
temporal sequence and extraneous factors, including selection and recall bias, if the loss 
to follow-up can be minimised (Supino & Borer, 2012). 
 The loss to follow-up bias in this study was minimised by using the Total Design 
Method (Dillman et al., 2014). This is described in the data collection section and its 




The target population in this study was final-year nursing students enrolled in 
undergraduate nursing programs in Australia. There were an estimated 9960 
undergraduate nursing students in 36 accredited nursing programs in Australia in 2015 
(AHPRA, 2013; Braysher, 2017; NMBA, 2016a). Two universities, The University of 
Queensland (UQ) and The University of Technology Sydney (UTS), were identified for the 
study population. The choice of individual universities was for study convenience. The 
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limitations of selecting a sample of ECNs from only two universities are acknowledged but 
were necessary due to funding and time constraints. In Australia nursing is a nationally 
regulated profession, with the Health Practitioner Regulation National Law Act 
(Queensland Government, 2009) stating that the programs of study resulting in 
qualification as an RN must be approved by the Nursing and Midwifery Board of Australia 
(NMBA), and then accredited by the Australian Nursing and Midwifery Accreditation 
Council (ANMAC). Therefore, graduates from these two universities are representative of 
the other 34 Australian education providers with respect to graduate attributes and the 
educational content of their approved programs of study.  
 Selecting two universities from different states allows some generalisation of the 
findings as a larger diverse sample size enables greater protection against selection bias, 
sampling error, and bias of results caused by participants lost to follow-up (Webb et al., 
2005). The total study population was 𝑛 = 583 final-year nursing students (𝑛 = 133 from 
UQ and 𝑛 = 450 from UTS).  
 
3.3.2.1 Inclusion criteria. 
 
         The inclusion criteria outlined that participants were eligible if they were graduating 
from their Bachelor of Nursing (or dual) degree at the end of 2016 and were eligible for 
registration as RNs through the Australian Health Practitioner Regulation Agency (AHPRA) 
on successful completion of their degree at the end of 2016.  
 
3.3.2.2 Study population characteristics. 
 
There was a higher percentage of female nursing students compared to male in the 
study population (91% female in study population), which reflects the current 
demographics of the female-dominated nursing profession: in 2015, 89.1% of RNs were 
female Australia-wide, 86.4% in New South Wales, and 90.1% in Queensland (ANMF, 
2016a)). 
In Australia students are considered to be international students if they are not 
Australian citizens, Australian permanent residents, New Zealand citizens, or holders of an 
Australian permanent resident humanitarian visa (Australian Trade and Investment 
Commission, 2019). International students hold a student visa subclass 500, which 
restricts their stay in Australia to five years in line with their student enrolment. It is 
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expected that they are genuine temporary entrants intending to return home after their 
study in Australia (Department of Home Affairs, 2019). However, it is common for 
international students to apply for subsequent visas that allow them to remain in Australia 
and work, for example a skilled independent visa subclass 189 (Department of Home 
Affairs, 2018a). Complete and current data on numbers of international nursing students in 
Australia is not available although one study in 2006 found that 7.3% of South Australian 
and 9% of Queensland nursing students were international (Gaynor et al., 2008). The 
ramifications for employment post-graduation for these students meant residency status 
was collected to be controlled for in data analysis. 
 
3.3.3 Participant recruitment. 
 
 Potential participants were accessed using non-probability convenience sampling via 
their respective academic institutions. The Head of School, Nursing, Midwifery, and Social 
Work was the gatekeeper at the University of Queensland and the Associate Dean of 
Teaching and Learning was the gatekeeper from the University of Technology Sydney. 
Each university gatekeeper gave written approval for the researcher to contact final-year 
nursing students and academics who coordinate final-year courses. Information distributed 
to students comprised of: 
 The researcher’s contact information;  
 Online and/or hard copy access to the participation information sheet; and  
 Access to the online survey via an online link. 
Students were contacted using three methods (examples of each can be found in Appendix 
A): 
1. Academic course coordinators of final-year students posted information about the 
research on behalf of the researcher on the universities’ online learning platform used 
by students as the primary method of communication between academics and 
students. 
2. Academic course coordinators of final-year students provided the researcher with 
approximately 15 minutes during face-to-face teaching time with final-year students to 
provide information to students, distribute participant information sheets and answer 
any questions. 
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3. Opportunistic distribution techniques were also used, for example distributing 
information through university-related social media sites such as official Facebook 
pages. 
 
3.3.4 Sample size. 
 
In this research the sample is desired to be representative of the general Australian 
ECN population. Sample size in surveys is reliant on level of significance (in this study 
measured at 0.05), and power (in this study measured at 80%). Based on an estimated 
graduate RN population size of 9960, a confidence level of 95% and margin of error of 5%, 
the required sample size is 368. However, this study has multiple phases and outcome 
variables required for analysis. Therefore sample size assumptions for each statistical test 
will be identified and used. In this study variables containing categories with insufficient 
numbers will not be analysed in this way.  
 
3.4 Research Instruments 
 
The literature review identified that studies exploring the factors that impact on 
employment outcomes and settings for ECNs were focused on particular specialties or 
single sites, with a lack of longitudinal follow-up. Although many previous studies looked at 
nurses’ intention to remain, there was a lack of clarity regarding the intention of ECNs to 
remain in the profession and in their position. No studies were found that explored the 
three elements concurrently.  
This study employed an online survey that evolved over three phases based on the 
Casey-Fink Readiness for Practice Survey© (Casey et al., 2011) and Casey-Fink Nurse 
Retention Survey © (revised, 2009) (Buffington, Zwink, Fink, Devine, & Sanders, 2012), 
and adapted by the researcher to include information gathered from the literature review 
and required to answer the study research questions. This tool has been titled Early 
Career Nurse Employment Experience Survey (ECNEES) and numbered for each phase 
for ease of reference (see Table 2, p. 54).  
There are multiple scales available to measure readiness for practice (Casey et al., 
2011; Walker, Storey, Costa, & Leung, 2015), job satisfaction (Wang & Jing, 2018), work 
environment (Lee, Chiang, & Kuo, 2019; Yu & Kang, 2016), and stress (Blomberg et al., 
2016; Halpin, Terry, & Curzio, 2017). However, multiple studies have implemented the 
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Casey-Fink Readiness for Practice Survey (Cantlay et al., 2017; Casey et al., 2011; 
Woods et al., 2015), and the Revised Casey-Fink Nurse Retention Survey (Buffington et 
al., 2012). These surveys consist of sections that cover readiness for practice, job 
satisfaction, work environment, support, stress, and retention, and their previous validation 
in the ECN population in hospital settings make them suitable tools for further inquiry into 
this cohort. 
 
3.4.1 Survey content and construct validity. 
 
Content validity of the Casey-Fink Readiness for Practice Survey© instrument was 
addressed using an expert consensus development process (Casey et al., 2011). 
Construct validity involved an initial exploratory factor analysis (EFA) of all survey items on 
the development sample, followed by confirmatory factor analysis (CFA) to revalidate the 
EFA findings in a second, independent sample (Casey et al., 2011). The Casey-Fink 
Nurse Retention Survey © (revised, 2009) instrument was originally developed in 2008, 
and after pilot testing and content analysis with a panel of experts was revised in 2009, 
following which psychometric analysis was completed (Buffington et al., 2012).  
Questions from the original Casey-Fink Nurse Retention Survey © (revised, 2009) 
not included in the ECNEES consisted of open-ended questions pertaining to praise and 
recognition. Questions from the Casey-Fink Readiness for Practice Survey© instrument 
not included in the ECNEES were those pertaining to the National Council Licensure 
Examination-Registered Nurse (NCLEX-RN), specific skills/procedures participants felt 
most uncomfortable to perform and preparation for final clinical practicum. Exclusion was 
based on the fact that these items are not related to the Australian context or the research 
questions.  
The Readiness for Practice (RFP) (Casey et al., 2011) and Work Environment, 
Support and Encouragement (WESE) (Buffington et al., 2012) scales were used in the 
ECNEES. These previously validated scales enable strong reliability. To assess self-
perceived readiness for practice, all participants in Phase One and those employed as 
RNs in Phases Two and Three were presented with the RFP (Casey et al., 2011) scale in 
the ECNEES. The WESE (Buffington et al., 2012) scale was used to assess employed 
ECN work environments in Phases Two and Three. For analysis, as per Buffington et al. 
(2012) and Woods et al. (2015), all negatively worded items in the WESE and RPF scales 
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were reversed. Elements within the ECNEES were also designed by the researcher to 
elicit the information required to answer the study research questions (see Table 2, p. 54).  
The ECNEES was reviewed by an expert panel (see Appendix B). Reviewers were 
asked to comment on the applicability of the examples given, any grammatical or spelling 
mistakes, the survey flow and online platform ease of use. Reviewers completed the 
surveys using a scripted example, timed its length to complete, and commented on 
content. Minor language and formatting changes were made.  
To decrease the burden on responders (which in turn would encourage participation), 
and to aid in analysis, one 46-item tool was included in the ECNEES. It incorporated 20 
items from the Readiness for Practice (RFP) scale from the Casey-Fink Readiness for 
Practice Survey© (Casey et al., 2011) and 30 items from the Work Environment, Support 
and Encouragement (WESE) scale from the Casey-Fink Nurse Retention Survey © 
(revised 2009) (Buffington et al., 2012). Four items were repeated in both scales, but they 
were only included once in the ECNEES. In an attempt to ensure the participant 
experienced the survey tool in a similar manner to the original EFA testing, the Casey-Fink 
Readiness for Practice Survey© items were asked first, followed by the Casey-Fink Nurse 
Retention Survey © (revised, 2009) items.  
Three types of open-ended questions – extension, expansion, and general – were 
incorporated into the survey tool. As part of good practice in survey methodology, 
extension questions were placed at the end of some lists of response options to ensure 
that all possibilities were covered (e.g. “Other, please describe”) (O'Cathain & Thomas, 
2004). This enables responses to be framed by the context supplied by the fixed options. 
Expansion questions were used to allow respondents to elaborate on a closed question 
response (Fink, 2017; O'Cathain & Thomas, 2004). These questions have clear objectives 
to allow the illumination or explanation of specific quantitative questions (O'Cathain & 
Thomas, 2004). Finally, general open-ended questions were used towards the end of the 
surveys, allowing respondents to expand on their general experience (O'Cathain & 
Thomas, 2004) in relation to their employment outcomes.  
A pilot study of the instrument was conducted with academics and nursing students 
from both universities (𝑛 = 10) to ensure content validity and usability of the online survey 
platform in the Australian context. Minor edits were offered and implemented. The results 
of this pilot were used to critique the ECNEES tool only and were not used in the final 
results.  
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3.4.2 Early Career Nurse Employment Experience Survey (ECNEES) sections. 
 
The ECNEES tool includes the following sections. The location of the sections in the 
tool and inclusion or exclusion in each phase was dependent on the data required from the 
phase and the participant’s pathway from graduation (see Table 2).  
 
Table 2  































designed 1 2 3 
Demographics           
Undergraduate employment          
Registered nurse employment           
Readiness for Practice           
Work environment           
Support          
Stress           
Job satisfaction           
Intention to remain (profession)          
Intention to remain (position)         
Note. ECNEES = Early Career Nurse Employment Experience Survey. 
 
3.4.2.1 Demographics, human capital and clinical placement. 
 
The ECNEES deployed in Phase One included questions on demographics and 
undergraduate experiences, including features of human capital such as undergraduate 
employment experience, academic achievement, and clinical placement experience. In 
Phases Two and Three, the focus was on employment search, including application 
processes and outcomes, in alignment with the progressing nature of the participant’s 
experiences. Respondents in Phases Two and/or Three who identified as not working as 
an RN were asked open-ended and multiple-choice questions pertaining to unemployment 
and turnover. In light of the aim of this research all respondents, employed or not, were 
asked the final open-ended question, “Thinking back over the last 18 months since you 
graduated, what would have made getting a job easier?”, in Phase Three only. 
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3.4.2.2 Readiness for practice. 
 
In Phase One, an open-ended question adapted from the Casey-Fink Readiness for 
Practice Survey© instrument (Casey et al., 2011) asked what respondents thought could 
be done to help them feel more prepared to enter nursing practice. In all three ECNEES 
tools participants were asked to rate their confidence in caring for two, three, and four 
patients using a self-report Likert scale (one = not confident to five = very confident), a 
question adapted from the Casey-Fink Readiness for Practice Survey©. In Phases Two 
and Three, this question was asked before any other to ensure all participants irrespective 
of employment status answered it.  
All participants in Phase One and those employed as RNs in Phase Two and Three 
were also presented with an adapted Readiness for Practice (RFP) scale (Casey et al., 
2011), asking for self-report of level of comfort/confidence using a Likert scale (one = 
strongly disagree, two = disagree, three = agree, four = strongly agree). It would be 
inappropriate for those participants not working as RNs in Phase Two or Three to answer 
the RFP scale. It originally consisted of four subscales: Clinical Problem Solving (seven 
items, Cronbach’s alpha 0.80), Learning Techniques (two items, Cronbach’s alpha, 0.50), 
Professional Identity (five items, Cronbach’s alpha, 0.65) and Trials and Tribulations (five 
items, Cronbach’s alpha, 0.63). In Phases Two and Three the subscale, Learning 
Techniques (two items, Cronbach’s alpha, 0.50), was removed as it pertained to learning 
techniques employed during university.  
 
3.4.2.3 Work environment. 
 
In the ECNEES tool respondents’ perceptions of their work environment are 
measured using an adaptation of the Work Environment, Support and Encouragement 
(WESE) scale from the Casey-Fink Nurse Retention Survey © (revised, 2009). The WESE 
scale asks for a self-report of the level of agreement for 30 items, using the Likert scale 
(one = strongly disagree, two = disagree, three = agree, four = strongly agree) (Buffington 
et al., 2012). It consists of three subscales: Recognition and Reward (13 items, 
Cronbach’s alpha, 0.939), Professional Nursing Role (nine items, Cronbach’s alpha, 
0.771), and Mentoring (eight items, Cronbach’s alpha, 0.767) (Buffington et al., 2012). The 
subscale Scheduling Flexibility was removed in this study to lessen the burden of 
completing the survey on the participant. The scale related specifically to the initial 
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environment where the tool was tested and was not pertinent to this research, nor did it 
correlate above 0.109 with any of the other three subscales (Buffington et al., 2012). Four 
items from the original WESE scale that reiterated information requested from the RFP 




Stages of Transition Theory (Duchscher, 2008) and recent research (Edwards, 
Hawker, Carrier, & Rees, 2015) identify support for ECNs once employed as a major 
contributor to their successful transition. Formal support mechanisms, such as structured 
support programs, may also be important recruitment strategies (Cleary, Horsfall, & 
Happell, 2012). Therefore, researcher-designed questions identifying what employers do 
to support graduates and what graduates desired to facilitate their transition were asked, 
including whether participants identified as taking part in a formal structured support 




The original Casey-Fink Nurse Retention Survey © (revised, 2009) instrument item 
included the statement, “I am experiencing stress in my personal life”, asking for self-report 
of the level of agreement using a Likert scale (one = strongly disagree, two = disagree, 
three = agree, four = strongly agree). Given the context of this study and its focus on 
employment, this item was extended in the ECNEES and a follow-up question added. 
Participants were asked to respond to the statement, “I am experiencing stress in my 
personal life that affects my work”. Participants who scored three = agree or four = strongly 
agree were then asked to identify what was causing their stress and to answer whether 
this stress had a positive or negative effect on their ability to work using a self-report Likert 
scale (one = extremely negative, two = somewhat negative, three = neither positive nor 
negative, four = somewhat positive, five = extremely positive).  
 
3.4.2.6 Job satisfaction. 
 
Job satisfaction was measured using the original Casey-Fink Nurse Retention Survey 
© (revised, 2009) (Buffington et al., 2012) scale. The 13 items related to employment 
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conditions, which participants rated using a Likert scale (one = very dissatisfied, two = 
moderately dissatisfied, three = neither satisfied nor dissatisfied, four = moderately 
satisfied, five = very satisfied) (Buffington et al., 2012). In the original analysis, each item 
was reported individually; however, as an exploratory factor and for the purpose of 
modelling, in this research, all 13 items were taken as a scale, allowing for a continuous 
variable to be created.  
 
3.4.2.7 Intent to remain. 
 
 In light of the aims of this research, all respondents in Phase Two and Three, 
employed or not, were asked a final open-ended question, “What do you think could be 
done to improve Registered Nurse retention in the Australian workforce?”. In Phases Two 
and Three, one item that formed part of the RFP scale pertained to intention to remain and 
three items from the WESE scale. In Phases Two and Three employed ECNs were also 
asked how many more whole years they intended to remain in the nursing workforce in 
Australia, and in the final survey only, how many more whole years they intended to 
remain in their current RN position. Researcher-designed open-ended questions, “What 
keeps you working in your current position?” and “What might cause you to leave your 
current position?” expanded the quantitative results.  
 
3.5 Data Collection Phases 
 
Data were collected across three phases at three different time points (See Figure 4). 
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Figure 4 Data collection phases 
 
3.5.1 Phase One. 
 
Participants were recruited in October 2016 and completed the ECNEES 1 (Appendix 
C) tool via Qualtrics (Qualtrics, 2017). Multiple communication sources with repetition were 
used to encourage responses (online learning platform announcements, email, face-to-
face, and social media). The purpose of this phase was to collect demographic and human 
capital data. At this stage, participants were allocated a random unique identifier by the 
Qualtrics platform (Qualtrics, 2017), which was used to maintain anonymity when 
reviewing results and linking Phase Two and Phase Three data (an example of the 
identifier: R_2usqyXvStPvnP6l).  
 
3.5.2 Phase Two. 
 
Approximately six months after completion of the first survey (April/May 2017) 
participants were contacted and asked to complete ECNEES 2 (Appendix D). The purpose 
of this phase was to investigate the employment pathways and, for those who obtained 
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3.5.3 Phase Three. 
 
Approximately 12 months after the first survey (November/December 2017) 
participants were contacted again and asked to complete the final online survey, ECNEES 
3 (Appendix E). The purpose of this phase was to investigate the employment pathways 
and, for those who obtained employment, their employment setting and intention to remain 
in the workforce.  
 
3.6 Minimising Loss to Follow-Up 
 
Loss to follow-up, with up to 60% missing at random, has no important bias (Kristman 
et al., 2004). However, when participants are not randomly lost, biased estimates are 
found even with low levels of loss to follow-up (Kristman et al., 2004). Less than 5% loss to 
follow-up leads to little bias, while greater than 20% poses threats to validity (Dettori, 
2011). Higher response rates occur when many aspects of the survey request work 
together. Therefore in this study Total Design Method (TDM), incorporating the concept of 
social exchange (Dillman et al., 2014) (see Table 3), was applied to minimise loss to 
follow-up. TDM considers knowledge of the target population and in longitudinal designs 
the subsequent study population, within resource and time constraints, to allow 
customisation of procedures to reduce total survey error and increase the response rate 
(Dillman et al., 2014). Social exchange (Blau, 1964; Homans, 1961; Thibaut & Kelley, 
1959) provides a general model for understanding how people behave in their interactions 
with one another and provides a framework to understand how social norms develop to 
guide those interactions 
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Table 3  
Minimising Loss to Follow-Up 
Minimising tool Rationale (Dillman et al., 2014) Application 
Key response 
days and times 
Decision to respond to a self-
administered web survey is 
typically made in the first day or 
two, or immediately. 
Communication sent using 
an orchestrated strategy 
based on previous response 
information and marketing 
research (Ellering, 2016). 
Multiple modes of 
repeated 
communication 
Response rate highest when many 
aspects of the survey request work 
together over time. 
Phase One: face-to-face, 
email, and social media. 
Phases Two and Three: 




Significant benefit is felt when 
contributing to something that 
benefits others, even if there is no 
personal benefit, participation in 
hopes of affecting practical 
decisions. 
Evolving messages in 
Phases Two and Three 
described potential benefits 
to encourage individuals to 
respond and carefully 
answer the survey 
questions. 
Social Exchange Participants more likely to comply if 
they believe/trust rewards will 
exceed costs; combining larger 
post-payment lottery and smaller 
token cash incentive sent with the 
survey, largest impact on response 
rate, leveraging both social and 
economic exchange. 
Phase One; Certificate 
promised at end of Phase 
Three. Phases Two and 
Three: a combination of 
advanced tokens ($5 
vouchers) and post-survey 
rewards (chance of winning 
one of five $50 vouchers).  
 
3.7 Ethical Considerations 
 
Ethical clearance was obtained from the UQ Behavioural & Social Sciences Ethical 
Review Committee (BSSERC), clearance number: NMSW 2016/02 (see Appendix F). 
Gatekeeper approval from the Head of School, Nursing, Midwifery and Social Work at the 
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University of Queensland and the Associate Dean of Teaching and Learning from the 
University of Technology Sydney was obtained and submitted with the application.  
 
3.7.1 Informed consent. 
 
All potential participants were given information about the study consent online (see 
Appendix G). Only participants who provided informed consent and contact details were 
contacted for the second phase of research, and only those who responded to Phase Two 




Participation certificates (see Appendix H) and financial incentives were used in this 
study. Financial incentives consisted of a small voucher inducement sent with the survey 
requests ($5), and post-survey lottery voucher ($50). Small financial incentives are seen 
only as a bonus and reimbursement for time, and not as the driving factor for a response 
(Dillman et al., 2014).  
 
3.7.3 Privacy and confidentiality. 
 
Given the longitudinal nature of the research methods, contact details were obtained 
to enable the tracking of participants over time. Contact details were given by the 
participants online via the Qualtrics online survey tool. Once obtained each participant's 
responses were de-identified by using the prescribed identifier given by Qualtrics to each 
participant. The identifier was linked to the participant's contact information in a separate 
document so that the participants could be recontacted regarding follow-up surveys. After 
the final data collection, the contact information was destroyed. Once all surveys were 
completed, the contact details and any identifying data were destroyed. The responses 
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3.8 Explanation and Details of Statistical Tests 
 
To determine, explore and describe the relationship and differences among 
variables, data analysis was undertaken. Decisions regarding data analysis were 
supported by Pallant (2010), Stevens (2002), and Tabachnick and Fidell (2013).  
In this study the Cronbach’s coefficient alpha was used to measure internal 
consistency by providing an indication of the average correlation among the items that 
formed the scales. Scores range from 0 to 1 with higher scores suggesting higher reliability 
(Pallant, 2010). A minimum level of 0.7 is recommended (Nunnally, 1978).  
The Kolmogorov-Smirnov test with Lilliefors Significance Correction was used to 
assess for normality of the distribution of continuous variables (Pallant, 2010). A significant 
result suggests a violation of the assumption of normality, which is quite common in larger 
samples (Pallant, 2010). Therefore, the histograms and the Normal Q - Q Plot of 
continuous variables that reported significant Kolmogorov-Smirnov test with Lilliefors 
Significance Corrections were also inspected to assess for normality prior to parametric or 
non-parametric tests being chosen.  
 
3.8.1 Exploration of differences. 
 
To explore the difference between groups over time, a range of tests were used 
depending on the characteristic of the data type. The Friedman Test was used when the 
dependent variable was categorical in nature as it uses categorical data from the same 
sample measured at three or more time points (Pallant, 2010). Post hoc tests were 
conducted post Friedman Tests to check for type 1 error. The post hoc test used was the 
Wilcoxon Signed Rank tests using Bonferroni adjusted alpha values – two tests were used 
and thus a revised alpha level for statistical significance was also used (0.05 ÷ 2 = 0.025) 
(Pallant, 2010). Effect size (𝑟) was calculated by dividing the 𝑧 value by the square root 
of 𝑁 (where 𝑁 = the number of observations over the two time points) and all negative 
signs out the front of the 𝑧 value were ignored. In this instance Cohen (1988) suggests 0.1 
= small effect, 0.3 = medium effect and 0.5 = large effect sizes. 
The Mann-Whitney U Test was used to test for differences between two 
independent groups on a continuous measure that did not meet the parameters of 
normality. The effect size is calculated and interpreted using the same formula as the 
Wilcoxon Signed Rank test.  
  63 
 
The paired sample t-test was used to assess each respondent on the same 
continuous measure over time when the measure met the parameters for normality. The 
effect size for the paired sample t-test was calculated and interpreted using 𝑒𝑡𝑎2, where 
𝑒𝑡𝑎2 was found by dividing 𝑡2 by, 𝑡2 plus 𝑁 minus 1. Cohen’s (1988) guidelines for 
interpreting these values were used where 0.01 = small effect, 0.06 = moderate effect and 
0.14 = a large effect. The independent sample t-test was used to compare mean scores of 
a continuous variable between two different groups when the variable met the 
assumptions of normality. When the significance value for Levene’s test was larger than 
0.05, equal variances were assumed. The effect size for the independent sample t-test 
was calculated and interpreted using 𝑒𝑡𝑎2 squared, where 𝑒𝑡𝑎2 was found by dividing 𝑡2 by 
𝑡2 plus 𝑁1 plus 𝑁2 minus 2. Cohen’s (1988) guidelines for interpreting these values were 
used where 0.01 = small effect, 0.06 = moderate effect and 0.14 = a large effect. 
 
3.8.2 Exploration of relationships. 
 
The Chi-square test for independence was used to explore the relationship between 
two categorical variables. Yates’ Correlation for Continuity was used to compensate for the 
overestimation of the Chi-square value when used with a two by two table. Minimum 
expected cell frequency was set at five or more to ensure the sample size assumption was 
met (Pallant, 2010). The phi coefficient was used for effect size for two by two tables, 
ranging from 0 to 1 with higher numbers suggesting a stronger association between the 
two variables. Cohen (1988) parameters of 0.1 as small, 0.3 for medium and 0.5 
representing large effect sizes were used.  
To explore the strength of a relationship between two continuous variables, 
Spearman’s Rank Order Correlation (Spearman rho) was used for continuous variables 
that did not meet the assumptions of normality and Pearson’s product-moment correlation 
coefficient was used for those that ensured no violation of normality, linearity or 
homoscedasticity. Independence of observations was ensured throughout the collection of 
data as each respondent completed their surveys independently. These tests allow 
information on the direction and strength of relationships to be explored. Positive 
correlations suggest that as one variable increases so does the other; a negative 
correlation suggests as one variable increases the other decreases (Pallant, 2010). The 
value of the correlation coefficient can range from -1.00 to 1.00 and Cohen’s (1988) 
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guidelines for the strength of the relationship were used in this study: 0.10–0.29 small 
effect, 0.30–0.49 medium effect and 0.50–1.0 large effect. 
To identify the predictive power of a set of variables, and each variable’s relative 
contribution, regression was used. When the dependent variable was continuous, standard 
multiple regression was used. This approach allows the inclusion of continuous and 
dichotomous independent variables, giving an indication of the statistical significance of 
the overall model and the individual independent variables (Pallant, 2010). When the 
dependent variable was categorical and dichotomous, binary logistic regression was used. 
Within the model, the predictor variables, also known as the independent variables, can be 
continuous, categorical or a mix of both. In this study the forced entry method was used to 
assess a pre-determined set of predictor variables in one block to assess their predictive 
ability while controlling for the effects of other predictors in the model. Odds ratios (OR) 
are reported with 95% confidence intervals (CI). Tables of means, frequencies and 
collinearly statistics can be found in the appendices identified with each regression 
analysis.  
The assumptions required for regression include ensuring sample size, particularly 
when categorical predictors have limited cases in each category. In this study variables 
containing categories with insufficient numbers were not analysed in this way. Tabachnick 
and Fidell’s (2007) formula for calculating sample size was implemented in this study: 𝑁 > 
50 + 8𝑚, where 𝑚 = number of independent variables. Multicollinearity, or high inter-
correlations among predictor variables, was also tested for. Collinearity statistics with 
tolerance above 0.10 and variance inflation factor (VIF) below 10 suggest multicollinearity 
is not a concern, allowing the variables to be used in the same model. These figures are 
reported for each model in the table of means and frequencies. 
Outliers, that is cases strongly predicted by the model to be included in one 
category but in reality are classified in another, were inspected using ZResid values. 
ZResid values above 2.5 or less than -2.5 were inspected as this indicated they were clear 
outliers. This inspection dictated how these outliers were treated. Treatment details of 
outliers are given for regressions that showed ZResid values above 2.5 or less than -2.5. 
 
3.8.3 Open-ended responses. 
 
In this study, there were three types of open-ended questions: extension, 
expansion, and general. Extension questions were placed at the end of some lists of 
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response options to ensure that all possibilities were covered (e.g. “Other, please 
describe”). These “other” responses were reviewed and recoded into numerical values, 
either being absorbed into a category already available or added as their own category 
depending on context.  
General open-ended questions were used towards the end of the surveys, allowing 
respondents to expand on their general experience (O'Cathain & Thomas, 2004) in 
relation to their employment outcomes and intent to remain. There is contention about 
whether these open-ended responses can be considered qualitative in nature, with some 
authors arguing that data collected in this way lacks the depth required for qualitative 
analysis techniques (Boulton, Fitzpatrick, & Swinburn, 1996; Steckler, McLeroy, Goodman, 
Bird, & McCormick, 1992). Therefore, these open-ended questions were not analysed 
qualitatively; rather, the words were coded and classified into categories. Each category 
was then counted for the number of participants who reported it, a higher number 
suggesting a more prominent category. One open-ended response by a participant may 
have contained multiple concepts; therefore, the total counts for all categories may be 




 This chapter has identified the method for the current study as prospective cohort 
design using online survey based on previously validated tools. The theoretical 
underpinnings, using Stages of Transition Theory (Duchscher, 2008) and Transition Shock 
(Duchscher, 2009), were explained. The participant inclusion and exclusion criteria have 
been outlined, along with recruitment and content/construct validity of the survey tool. The 
data collection occurred over 12 months at three time points. The ethical considerations 
and statistical tests have been explained, providing the detail required to lead into the 
results detailed in the next chapter. 
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Chapter 4 Results 
 
The purpose of this study was to identify the factors that influence the employment 
outcomes, employment settings and intention to remain for Early Career Nurses (ECNs) in 
the nursing workforce. The study employed a prospective cohort design and follows a 
cohort of ECNs from student to Registered Nurse (RN), seeking to identify factors that 
impact on employment outcomes, settings and intention to remain as they transition from 
student to professional in the workplace over the first year from graduation. The following 
research questions were explored using varying statistical analysis as explained below. 
1. Which factors influence initial employment outcomes for Early Career Nurses 
(ECNs)? 
2. Which factors influence employment as a Registered Nurse (RN) in hospital versus 
out-of-hospital settings? 
3. To which factors do Early Career Nurses (ECNs) attribute to their intent to remain in 
the profession and their current position? 
 
4.1 Description of the Sample 
 
As shown in Table 4, the current study sample drawn from two Australian states 
(NSW and QLD), is predominately female (89.2%), which is reflective of the gender 
breakdown of the profession. In the study sample, the average age of respondents was 
26, with 85% under 35 and two-thirds of those under 25. The final sample retained in 
Phase Three (𝑛 = 194) was used for analysis as this provided a complete set of data for 
each of the participants.  
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Table 4 




(𝑛 = 293) 
Phase Two 
(𝑛 = 241) 
Phase Three 
(𝑛 = 194) 
University     
 UTS 76.5 77.2 76.8 
 UQ 23.5 22.8 23.2 
Degree     
 Bachelor 71.3 74.3 76.8 
 Duala 28.7 25.7 23.2 
GPA    
 ≤ 5.5 34.9 33.5 31.6 
 >5.51 60 62.4 64.8 
 Missing 5.1 4.1 3.6 
Enrolment type    
 Full-time 96.2 97.1 96.4 
 Part-time 3.8 2.9 3.6 
Age at recruitment    
 ≤ 25 65.3 64.8 62.9 
 >26 33.0 33.1 35.6 
 Missing 1.7 2.1 1.5 
Sex     
 Female 89.8 89.2 89.2 
 Male 8.5 8.7 8.8 
 Missing 1.7 2.1 2.0 
Aboriginal and/or Torres Strait Islander 
peoples  
   
 No 97.6 97.5 97.9 
 Yes 0.7 0.4 0 
 Missing 1.7 2.1 2.1 
Residency status     
 Australian 84.3 86.7 89.7 
 International 14.0 11.2 8.2 
 Missing 1.7 2.1 2.1 
Country of birth     
 Australia 59 61.4 64.9 
 International 39.2 36.5 33.0 
 Missing 1.7 2.1 2.1 
English as a      
 First language 65.2 68.5 72.2 
 Second language 33.1 29.5 25.8 
 Missing 1.7 2.1 2.1 
Note. The two educational institutions sampled have different Grade Point Averaging (GPA) ranges (UQ 7 
– 0; UTS 4 - 0), however both formulas are based on the grade for each subject weighted by the unit value 
of each course (The University of Queensland, 2016; University of Technology Sydney, 2018). The 
formula supplied by Ferris (2010) was used to create one scale. UTS= University of Technology Sydney; 
UQ= The University of Queensland; GPA= Grade Point Average; SD= Standard Deviation.  
aDual degree refers to participants completing a Bachelor of Nursing degree in conjunction with another 
degree such as Midwifery. 
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When comparing the two institutions, it can be seen that the two groups are 
dissimilar in some variables (details can be found in Table 24, Appendix I). This was not 
unexpected as UQ has a smaller intake of nursing students compared to UTS. The UQ 
sample also has a younger cohort, with more completing a dual degree, a higher majority 
of students who have English as a first language and who had employment during their 
undergraduate degree. However, UTS had more students with prior tertiary qualifications.  
 
4.2 Cleaning of Data 
 
To review data across commonly accepted categories, some continuous variables 
were collapsed into categorical variables. See Table 5 for details. 
 
Table 5  
Details of Categories for Collapsed Continuous Variables 
Variable Category (coding) Rationale 
Age ≤ 25 (0) National Health Workforce 
Data Seta  > 26 (1) 
GPA ≤ 5.5 (0) Common academic 
achievement distinctionb  > 5.51 (1) 
Previous tertiary qualification  < Bachelor (0) Researcher knowledge 
 > Bachelor (1) 
Stress No Stress (0) Researcher knowledge 
 Stress (1) 
Securing employment Likely (0) Researcher knowledge 
 Unlikely (1) 
Intent to remain in position ≤ 7.5 years Average job tenure 7.5 years 
for full-time Australian 
workersc 
 > 7.5 years 
Intent to remain in profession ≤ 10 years Average career tenure 10 
years in Australiad  > 10 years 
Note. Regarding stress, respondents were asked if they were experiencing stress originally measured 
using a four-point Likert scale, strongly disagree (1) to strongly agree (4), Regarding securing employment 
respondents were asked how likely they would be able to secure employment after fixed period, originally 
measured using a five-point Likert scale, extremely likely (1) to extremely unlikely (5), a = Australian 
Institute of Health and Welfare (2017b). b = The University of Queensland (2013). c = Wilkins and Inga 
(2018). d = Fell (2018). 
 
As previously identified in the introduction and literature review chapters, one 
consideration affecting workforce supply in Australia is that some areas are more 
challenged in recruiting and retaining ECNs. These include areas in out-of-hospital 
settings such as mental health care, aged care, primary care, community support, and in 
rural and remote areas of Australia, especially where nurses work with Aboriginal and 
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Torres Strait Islander people (HWA, 2014c). Consequently, respondents were asked about 
practice specialty and geographical location at several points throughout all three surveys, 
firstly as their final clinical placement location, then as their employment preference areas, 
and finally as the areas where they were employed. Buffington et al. (2012) compared data 
from the Casey-Fink Nurse Retention Survey using t-tests by collapsing respondents into 
two employment settings, ambulatory and inpatient. In the current study, in order to 
answer the research questions, two elements of practice specialty and geographical 
location have been collapsed into one variable, “employment setting”, with two categories, 
“hospital setting” and “out-of-hospital setting”, to represent the current needs of the 
Australian context. See Table 6 for category details.  
 
Table 6  
Allocation of Practice Specialty and Geographical Location into Category 
Employment 
Setting 




acute medical/surgical, adult emergency, adult intensive 
care, neonatal intensive care, obstetrics/ women's health, 
operating theatre/perioperative, paediatric acute 
medical/surgical, paediatric emergency, paediatric 





aged care (including rehabilitation), mental health, primary 
health setting, community support (including radiology, 
clinical trials, and cosmetics) 
rural or remote 
areas** 
Note. *Unless respondent also identified as working in any practice specialty allocated to out-of-hospital 
setting. ** Irrespective of Practice specialty. 
 
For continuous variables, outliers were reviewed by inspecting boxplots. Outliers 
were considered to be any data point outside more than 1.5 box-lengths from the edge of 
the box. These scores were reviewed and no errors were found in data imputation, so all 
outliers were considered genuine scores. These outliers (𝑛 = 19) were removed from the 
data file used in the statistical analysis of those continuous variables to ensure the score 
did not distort the statistics, as per the recommendation of Tabachnick and Fidell (2013). 
 
4.2.1 Handling of missing data. 
 
Respondents with incomplete responses in Phase One were not contacted for 
Phases Two and Three (see Figure 5). The final data set was reviewed for missing data 
with no variable showing high percentages of unexpected missing data. In this study 
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missing values resulted in respondents being excluded cases pairwise, that is, cases were 
excluded analysis by analysis. This only excludes respondents for a specific analysis if 
they are missing the data required, allowing them to still be included in any analyses for 
which they provided the necessary information.  
 
4.3 Response rate 
 
As seen in Figure 5, the initial response rate included in Phase One was 50. 3% (𝑛 
= 293). In this study overall loss to follow-up was 33.8% (𝑛 = 99). Table 4 shows the 
demographic characteristics as a percentage of the sample for each phase. There are no 
significant differences across time, suggesting loss to follow-up was randomly distributed. 
The final sample retained from Phase Three (𝑛 = 194) is used in the data analysis of the 
research questions. 
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Figure 5 Flow of participants in study with ineligibility explained and loss to follow-up 
 
4.4 Demographics and Human Capital 
 
The majority of the 194 ECNs included in the final analysis were completing their 
initial tertiary qualification (61.9%), and had employment during their undergraduate 
degree (81.4%), the majority in healthcare (62.9%). Just over one third (34.5%) had no 
previous healthcare experience other than their university clinical placements, but the 
majority did have healthcare experience, most commonly as an Assistant in Nursing (AIN) 
(44%). To provide insight into the sample, see the analysis of the open-ended question 










PHASE TWO 250 responses 
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previously stated when comparing the two institutions (UQ and UTS), it can be seen that 
there are unequal groups (see Table 24, Appendix I). Of the unequal variables, only 
English as a second language showed a significant contribution to modelling, and 
therefore the impact of this variable was also explored with the results reported below. 
The majority (𝑛 = 14, 87.5%) of the 16 international students had English as a 
second language (ESL), but 20% (𝑛 = 36) of domestic students also reported ESL. Of the 
50 ECNs with ESL included in the sample, over 55% had a tertiary qualification prior to 
completing their nursing degree in Australia, compared to only 31.7% of those who had 
English as a first language. Analysis confirmed a significant association, with a small to 
medium effect size, between having ESL and tertiary qualifications, 2 (1, 𝑛 = 169) = 6.90, 
𝑝 = .009, 𝑝ℎ𝑖 = 0.219.  
 
4.5 Employment Applications and Offers 
 
Of the 194 participants, the majority submitted an employment application to their 
preferred setting (95.4%) and were successful (75.8%). However, Figure 6 highlights that 
the majority of participants submitted multiple applications, with more than half of the 
sample being offered multiple employment positions as an RN.  
 
 
Figure 6 Number of employment applications and offers 
 
The 2.6% who did not submit an employment application to their preferred setting 
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for a position in your preferred practice area or geographical location”. There were only 
five responses of one sentence each to this question. These responses were not 
analysed. The verbatim responses can be viewed in Appendix K. 
The 95.4% of respondents who did apply to their preferred setting were asked the 
following open-ended question, “Explain briefly what encouraged you to apply for your 
preferred Registered Nurse role in your practice area of choice and/or geographical 
location of choice”. Of the 172 responses, the most common response was the facility’s 
location (𝑛 = 92), followed by clinical practice area (𝑛 = 59), familiarity with facility (𝑛 = 43), 
and employment security (𝑛 = 35). A smaller number of respondents cited the facility’s 
reputation (𝑛 = 26) and trying to maintain work-life balance (𝑛 = 13) as the main reasons 
they applied for the roles they did.  
 
4.6 Employment Outcomes 
 
Figure 7 shows the flow of participants’ employment outcomes by Phase Two, while  
Figure 8 shows the flow of participants’ employment outcomes by Phase Three. These 
figures show that the majority of respondents found work and continued in the same, fixed-
contract position in which they had commenced as their first employment as an RN in 
Australia. The total rate of respondents not working as RNs at Phase Two was 17% (𝑛 = 
33), which decreased to 6.7% (𝑛 = 13) by Phase Three. Of the 16 international students, 
four did not provide employment information. Of the 12 remaining, 50% (𝑛 = 6) had 
secured employment as an RN by Phase Two, and this increased to 83.3% (𝑛 = 10) by 
Phase Three.  
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Worked as an RN Phase Two 
No 
𝑛 = 28 
Yes 




𝑛 = 161 
No 
𝑛 = 5 
Reason for not working 
Personal choice 𝑛 = 5 
Not suitable role 𝑛 = 16 
English as Second Language 𝑛 = 5 
Post-graduate education 𝑛 = 1 
Other 𝑛 = 0 





𝑛 = 6 
No 
𝑛 = 156 
Same permanent contract 
𝑛 = 43 
Same fixed contract 
𝑛 = 112 
Reason for changing positions 
Contract ended 𝑛 = 0 
Family commitments 𝑛 = 1 
Better employment offer 𝑛 = 2 
Dissatisfaction 𝑛 = 1 
Missing 𝑛 = 2 
Figure 7 Flow of participants’ employment outcomes at Phase Two 








Worked as an RN Phase Three 
No 
𝑛 = 7 
Yes 




𝑛 = 181 
No 
𝑛 = 6 
Reason for not working 
Personal choice 𝑛 = 1 
Not suitable role 𝑛 = 4 
English as Second Language 𝑛 = 3 
Post-graduate education 𝑛 = 1 
Other 𝑛 = 2 





𝑛 = 23 
No 
𝑛 = 157 
Same permanent contract 
𝑛 = 41 
Same fixed contract 
𝑛 = 116 
Changed 
positions 
𝑛 = 16 
Changed 
contract  
𝑛 = 8 
Reason for changing positions 
Contract ended 𝑛 = 1 
External family commitments 𝑛 = 2 
Better employment offer 𝑛 = 6 
Dissatisfaction 𝑛 = 2 
Missing 𝑛 = 5 
  76 
 
ECNs who secured work waited on average eight and a half weeks from gaining 
registration to commencing work as a RN. The range was zero to 47 weeks, with a 
standard deviation of 7.5, suggesting significant variation in the commencement of 
employment for ECNs. After 12 months the turnover rate from a nursing position but 
remaining in the profession was 8.2% (𝑛 = 16). The most common reason for changing 
positions was for what was perceived as a better position. The turnover rate from the 
profession was 6.7% (𝑛 = 13) in total, with 3.1% (𝑛 = 6) ECNs leaving a RN job and not 
taking another, plus 3.6% (𝑛 = 7) never beginning a RN job post-graduation. In the survey, 
those participants without work at Phases Two and Three were asked the following open-
ended question, “What factors do you believe have resulted in you not having found 
employment as a Registered Nurse in Australia at this time?”. In Phase Two there were 25 
responses, of which the majority (𝑛 = 11) reported English language proficiency as a 
barrier. A slightly smaller number (𝑛 = 10) reported factors such as competition for RN 
jobs. In Phase Three, responses to this question were similar, but there were only ten 
responses.  
In Phase Three all participants were asked, “Thinking back over the last 18 months 
what would have made getting a job easier?” There were 154 responses to this question. 
The majority (𝑛 = 86) identified they could have been better equipped through increased 
understanding of the employment process. A smaller number (𝑛 = 42) identified limited 
employment opportunities, stating that more positions would have made gaining 
employment easier. There was also a small group (𝑛 = 24) who required no further 
support. Participant 6 stated: “Nothing, I was happy with the employment process and was 
lucky enough to secure three interviews for grad positions and then to be offered two 
different positions”. 
The smallest group (𝑛 = 17) specifically stated that having a relationship with a facility 
made gaining employment easier. Although eight of these 17 did secure employment at a 
facility they had a relationship with, the remaining nine did not. Table 7 shows the 
relationships between respondents and the employer. As shown in the table half of the 
sample gained employment at a location where most commonly they had completed 
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Table 7  
Relationship to Current Employer as a Percentage of the Sample 
Relationship Phase Two Phase Three 
No 33.5 35.6 
Yes 50.0 55.1 
(Not working) 16.5 6.7 
Missing  0 2.6 
If Yes, Type of relationship 
Employed during degree 7.7 7.2 
Clinical practice during degree 23.2 26.8 
Both  19.1 21.1 
Note. Sample 𝑛 = 194 
 
4.7 Employment Characteristics 
 
At Phase Three (𝑛 = 194) the majority of respondents were employed in the public 
sector (59.3%), worked full-time (64.4%), with a fixed-term contract (67.0%), and in a 
practice area they requested (61.3%) (for details see Appendix L). The average length of 
fixed-term contracts was 12 months (for details see Appendix L). For those on fixed-term 
contracts, almost 60% were confident they would be likely to secure employment post this 
contract, with only 2% identifying that their next employment location would not be with 
their current organisation (for details see Appendix L).  
Figure 9 shows respondents’ experience with employment settings over time. Most 
respondents worked in the hospital setting from clinical placements through to 
employment. While only 23 respondents had their final clinical practice experience in the 
out-of-hospital setting, almost double (𝑛 = 42) had a preference for that setting, with 55 
ending up working there by Phase Two and 56 by Phase Three.  
Of the 16 international students, four did not provide employment information. Of 
the 12 that remained, 50% (𝑛 = 6) reported working in the out-of-hospital setting by Phase 
Three compared to only 24.7% (𝑛 = 39) of the 158 domestic students who reported 
working in this setting by Phase Three.  
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Figure 9 Employment setting experiences as frequencies 
 
The impact of English as a second language on employment characteristics was 
explored. English as a second language has no impact on clinical placement setting; 
however fewer ECNs with ESL preferred the hospital setting (55.8%), compared to those 
with English as a first language (88.8%). There was a significant association between 
English as a second language and employment setting preference with a medium effect 
size, 2 (1, 𝑛 = 168) = 20.01, 𝑝 = <.001, 𝑝ℎ𝑖 = -0.36.  
There is also a slightly higher proportion of those with ESL working in the out-of-
hospital setting, although this is not statistically significant (see Table 8). In Phase Two, 
32% of those with ESL worked in the out-of-hospital setting (compared to 27.5% of those 
with English as a first language) and 34% in Phase Three (compared to only 26.8% of 
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Table 8  
Employment Setting Outcomes According to English Language Group 











Hospital n (%) 91 (64.1) 16 (32) 100 (70.4) 24 (48) 
Out-of-hospital n (%) 39 (27.5) 16 (32) 38 (26.8)   34 (41.5) 
Missing 12 (8.5) 18 (36) 4 (2.8) 9 (18) 
 
4.8 Readiness for Practice 
 
All participants in Phase One and those employed as RNs in Phases Two and Three 
were presented with the Readiness for Practice (RFP) scale in the ECNEES. Possible 
scores range from 17 to 68, with higher scores suggesting higher RFP. According to 
Casey et al. (2011), the RFP scale has good internal consistency, with a Cronbach’s alpha 
coefficient reported of 0.69. The Cronbach’s alpha coefficient for this study in Phase One 
was 0.86 and in Phases Two and Three 0.87 and 0.86 respectively, showing very good 
internal consistency. The details of descriptive statistics for the subscales and total scores, 
the histograms and normal Q - Q plots can be found in Appendix Q. 
There was a decrease in RFP scores over time 𝑋2 (2, 𝑛 = 136) = 114.42, 𝑝 = <.001. 
Inspection of the median values shows a decrease in RFP total scores from Phase One 
(𝑀𝑑 = 58.00) to Phase Two (𝑀𝑑= 51.50), with a slight increase at Phase Three (𝑀𝑑 = 
53.00), although not reaching the Phase One score. Table 9 identifies where the 
differences in RFP scores occurred. A statistically significant decrease in RFP Scale total 
scores from Phase One to Phase Two with a large effect size can be seen. However, 
despite this reduction in RFP scores, a statistically significant increase in confidence in 
caring for all patient loads across the three time points was also found, the largest being 
an increase in confidence in caring for four patients from Phase Two to Three. The median 
score on confidence for caring for four patients increased from Phase Two (𝑀𝑑= 3.00) to 
Phase Three (𝑀𝑑 = 4.00), where 1 equals “not confident” and 5 equals “very confident”. 
The details can be found in Appendix P. 
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Table 9  
Time at which Difference in Readiness for Practice Total Scores Occurs 
 Phase One – Phase Two Phase Two – Phase Three 
 𝑍 Sig. (2-tailed) 𝑟 𝑍 Sig. (2-tailed) 𝑟 
Total score  -9.01 <.001 0.54 -4.89 <.001 0.30 
 
An independent samples t-test was conducted to compare RFP total scores 
between the two academic institutions. There was a significant difference in the RFP total 
scores in Phase One between UQ (𝑀 = 59.51, 𝑆𝐷 = 4.74) and UTS (𝑀 = 57.06, 𝑆𝐷 = 5.12) 
conditions; 𝑡 (165) = -2.61, 𝑝 = .01, two-tailed. The magnitude of the difference in the 
means (mean difference = -2.45, 95% CI: -4.31 - -0.60) was small to moderate (𝑒𝑡𝑎2 = 
0.50). However, there was no statistical RFP total score difference between the two 
institutions for Phase Two or Three.  
Analysis of Phase Two data revealed no significant difference in the Phase Two 
RFP total scores between those working in hospital settings (𝑀𝑑 = 51, 𝑛 = 95) and those 
working in out-of-hospital settings (𝑀𝑑 = 52, 𝑛 = 45). Similar results were found for Phase 
Three data. Details can be found in Appendix Q. However, the analysis reported in Table 
10 shows a significant decrease in RFP scores between those who have English as a first 
language and those who do not in Phase Two and Three, with medium and small effect 
sizes respectively.  
 
Table 10  
Comparing Readiness for Practice Scales by English Language Group 
 𝑛 Median     
 First  Second  First  Second  𝑈 𝑍 Sig. (2-
tailed) 
𝑟 
P1 124 43 58 57 2164.5 1.84 .066 0.14 
P2 113 27 52 48 785 -3.92 <.001 0.33 
P3 119 34 53 51 1485.5 -2.36 .018 0.19 
Note. P1 = Phase One; P2 = Phase Two; P3 = Phase Three. 
 
In Phase One respondents were asked, “Is there anything that could have been done 
to help you feel more prepared to enter the nursing profession as a new graduate nurse 
(either on your placements, by your university, or yourself)?” For this question, there were 
158 responses. The most common responses were extrinsic, related to increased clinical 
placement experience (𝑛 = 66) and increased time at university (𝑛 = 77). A smaller number 
(𝑛 = 31) of respondents identified intrinsic things they could have done themselves to 
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better prepare for their transition, including studying harder (𝑛 = 15), participating in health-
related work during their degree (𝑛 = 12) and building better relationships during clinical 
placement (𝑛 =7). Participant 156 identified they could have studied harder: “Study and 
practise my skills more throughout the degree. After class I think I would have benefited 
more if I went home and researched what had just been learned so that it stuck with me 
more.” 
 
4.9 Work Environment 
 
In the ECNEES tool, an adaptation of the WESE scale from the Casey-Fink Nurse 
Retention Survey © (revised, 2009) was used. The WESE scale has very good internal 
consistency, with a Cronbach’s alpha coefficient reported of 0.922 (Buffington et al., 2012). 
In the current study, the Cronbach’s alphas coefficient for Phase Two and Three were 
0.861 and 0.911 respectively, showing very good internal consistency. Total scores in the 
WESE scale range from 30 to 120, with higher scores suggesting stronger work 
environments with better support and encouragement. The overall average scores (Phase 
Two = 90.98, Phase Three = 90.21) suggest that the majority of respondents agreed that 
their work environment was providing encouragement and support. Details can be found in 
Appendix R. Analysis showed no statistical difference in total scores from Phase Two to 
Phase Three for the entire cohort, or between the employment setting groups (details can 
be found in Appendix R). However, Table 11 shows a difference in WESE scores between 
those who identified as having ESL compared to those with English as a first language. 
The mean difference was a 5.94 decrease by those who identified as having ESL.  
 
Table 11  
Work Environment, Support and Encouragement Score Comparison between English 
Language Groups 
 First Second     
Phase 𝑀 𝑆𝐷 𝑀 𝑆𝐷 𝑑𝑓 𝑡 𝑝 𝑟 
P2 92.12 10.99 86.19 10.43 138 -2.55 .012 0.54 
P3 90.33 11.02 89.59 13.06 151 -0.33 .741 0.06 








The majority of respondents identified as taking part in a formal structured support 
program (79.9%). The majority of these programs lasted 12 months (74.2%). In Phase 
Two, 97.9% of people working in the hospital setting had a formally structured support 
program, compared to 75.6% of the ECNs working in out-of-hospital settings. A significant 
difference between formal structured support programs and employment setting was 
found, 2, (1, 𝑛 = 171) = 15.73, 𝑝 = <.001, 𝑝ℎ𝑖 = -0.360. A similar significant result was 
found comparing formal structure support programs and employment setting in the Phase 
Three data, 2 (1, 𝑛 = 158) = 13.01, 𝑝 = <.001, 𝑝ℎ𝑖 = -0.31. By Phase Three 93% of ECNs 
with English as a first language had a support program, compared to only 68.9% of those 
who had ESL. A statistical difference was found with a medium effect size in formal 
support programs, depending on English as a second language, 2 (1, 𝑛 = 157) = 13.56, 𝑝 
= <.001, 𝑝ℎ𝑖 = .317.   
Participants were asked whether common support items were provided to them by 
employers and whether they identified the same support items as desirable in assisting 
their transition. Results are shown in Figure 10 as frequencies. Supernumerary time, study 
days, and orientation to both the organisation and ward were common support strategies 
implemented by employers, while altered responsibilities, mentors, and social activities 
were commonly requested by respondents. As time went on there was an increase in all 
support items that respondents identified as desirable, with the biggest increase seen in 
wanting altered responsibilities. However, except for ward rotations and social activities, 
the majority of support items given by employers remained relatively stable or decreased. 
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Figure 10 Support items provided and desired as percentage of the total sample 
 
Support mechanisms provided by employers and those desired by ECNs were 
explored and compared by employment setting. In both phases, a higher percentage of 
those working in hospital settings received all support items from employers except for 
mentors (hospital setting 26%, out-of-hospital setting 51%). However, a significant 
difference between support items offered by employers by employment setting was only 
found in supernumerary time, debriefing, ward rotations and mentoring. There were also 
differences in what items the two groups identified as desirable support items. Over 
Phases Two and Three, only one third of those working in the out-of-hospital setting 
desired social activities, while over half of those working in the hospital setting did. In 
contrast, in Phase Two only 42% of those working in the hospital setting desired altered 
responsibilities, compared to 66% of those working in the out-of-hospital setting. The 



















































Given (Phase Two) Desirable (Phase Two) Given (Phase Three) Desirable (Phase Three)
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Table 12  
Comparisons of Support Items (Given and Desired) Between Employment Settings  



























Supernumerary  160 18.5 <.001 -0.36 161 0.11 .740 0.04 
Responsibilities 161 1.01 .300 -0.10 161 4.02 .050 0.17 
Mentors 161 0.25 .620 0.05 161 3.71 .050 0.17 
Debriefing 161 4.48 .030 -0.18 161 2.12 .150 0.13 
Phase Three 
Supernumerary  178 8.30 <.001 -0.23 179 1.1 .290 -0.09 
Ward Rotations 179 8.08 <.001 -0.23 179 0.00 1 -0.00 
Mentors 179 6.01 .010 0.20 179 0.05 .820 0.03 
Social Activities  179 0.01 .940 0.02 180 4.17 .040 -0.16 
Note. *Continuity Correction 
 
An exploration of the support mechanisms given by employers and desired by 
ECNs with ESL in Phase Two showed a significant association, albeit with small effect 
size, between English as a second language and employers providing supernumerary 
time. Only 57.7% of those with ESL were given supernumerary time, compared to 82.5% 
of those with English as a first language. However, those with ESL were also less likely to 
desire supernumerary time and social activities as support mechanisms compared to 
those who had English as a first language. The details can be found in Table 13.  
 
Table 13  
Comparisons of Support Items (Provided and Desired) Between English Language Groups 




























SN time 160 8.32 <.001 -0.25 161 0.03 .860 -0.03 
Phase Three 
SN time 176 3.54 .060 -0.16 177 6.70 .010 -0.21 
Social Activities  177 0.84 .360 -0.09 178 4.56 .030 -0.17 




Table 14 shows that the majority of respondents (Phase Two 𝑛 = 121; Phase Three 𝑛 
= 115) did not report stress from their personal lives that impacted on their work. However, 
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for those that did, the majority noted that it had a negative impact on their work. The most 
common causes of this stress were personal relationships and finances. Although job 
performance was a cause of stress for 35% of those who reported stress in Phase Two, 
this drops to only 12% by Phase Three. There was no impact on stress outcomes when 
comparing employment settings or English as a first or second language groups. 
 
Table 14  







Stress    
 No 62.4 61.9 
 Yes 20.6 29.9 
 Not working 14.4 6.7 
 Missing 2.6 1.5 
Impact on work*   
 Extremely negative 7.5 3.45 
 Somewhat negative 55 50.0 
 Neither positive or negative 22.5 36.21 
 Somewhat positive 15 8.62 
 Extremely positive 0 1.72 
Causes*   
 Finances 35.0 15.5 
 Childcare 12.5 5.2 
 HECS debt or other student loans 20.0 6.9 
 Postgraduate study 5.0 1.7 
 Living situation 27.5 10.3 
 Personal relationships 37.5 20.7 
 Job performance 35.0 12.1 
 Other 30.0 12.1 
Note. * = as a percentage of those who reported Stress from personal life that impacts on work. 
 
4.12 Job Satisfaction 
 
In Phases Two and Three participants were asked the open-ended question “What 
keeps you working in your current job?”. In Phase Two there were 145 responses. The 
three responses were job satisfaction (𝑛 = 69), a supportive team (𝑛 = 63), and completing 
a formal structured support program (𝑛 = 49). The most common response was job 
satisfaction (𝑛 = 69). Participants reported that despite finding their work challenging, they 
enjoyed the type of work they did for the type of patients they cared for. However, some 
respondents (𝑛 = 49) reported believing that leaving their current position would negatively 
impact their ability to gain work in the future. In Phase Three, the same three responses 
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remained: job satisfaction (𝑛 = 70), a supportive team (𝑛 = 72), and completing a formal 
structured support program (𝑛 = 52). The most common response was the importance of 
having a supportive team. Participant 140 wrote, “what keeps me going is the support I'm 
getting from other nurses on the ward, they have been so lovely and great to me as a grad 
and has definitely been the biggest factor is making the transition from student to nurse 
easy.”  
Cronbach’s alpha coefficient for the Job Satisfaction scale in this study was 0.845, 
suggesting very good internal consistency. Respondents self-rated satisfaction using a 
five-point Likert scale for each item. Higher total job satisfaction total scores (range 13– 
65) indicated higher satisfaction. The average score for Phase Two was 49.04, and 46.23 
for Phase Three. This indicates that the majority of respondents were between “neither 
satisfied or dissatisfied” and “moderately satisfied” with their jobs on the five-point Likert 
scale. Descriptive statistics for each aspect and total scores can be found in Appendix S.  
There was a statistically significant decrease in satisfaction from Phase Two to 
Phase Three, 𝑝 = <.0001. The mean decrease in satisfaction scores was 2.42 with a 95% 
confidence interval ranging from 1.17 to 3.68. The 𝑒𝑡𝑎2 statistic (0.10) indicated a 
moderate to large effect size. 
In Phase Two, respondents were least satisfied with their employers’ benefits 
package (3.41) and most satisfied with the quality of care they provided to patients (4.2). In 
Phase Three, the quality of care remained the most satisfying part of respondents’ work 
(4.16), but nurse-to-patient ratios (3.21) was now the least satisfying job aspect. Analysis 
was conducted to evaluate the impact of time on respondents’ satisfaction with individual 
job aspects. Significant results are shown in Figure 11 and the details of the significant 
results are given in Appendix S.  
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Figure 11 Satisfaction with job elements showing changes from Phase Two to Phase 
Three 
 
Analysis showed no statistical difference in total job satisfaction scores when 
comparing employment setting or ESL status except for Phase Two, when there was a 
statistical difference in total job satisfaction scores between those who identified as having 
ESL and those with English as a first language. The mean difference was a decrease in 
satisfaction by those with ESL of 3.84 (details can be found in Appendix S).  
 
4.13 Intention to Remain 
 
In Phases Two and Three those who were working were asked how many more 
years they intended to remain in the nursing workforce in Australia, and in Phase Three 
only, how long they planned to remain in their current RN position. As seen in Table 15, 
there was a drop in average years intended to remain in the workforce of 3.6 years, and a 
large difference between intention to remain in the workforce and intention to remain in a 
current position of 15.34 years. 
 









































Satisfaction element, * significant difference (p < .05)
Phase Two Phase Three
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Table 15  
Intention to Remain in Employment Descriptive Statistics 
     Kolmogorov-Smirnova 
 𝑛 Range Mean 𝑆𝐷 Statistic 𝑑𝑓 Sig. 
Phase Two 
Workforce 155 0 - 65 26.82 16.81 0.95 155 <0.001 
 
Phase Three 
Workforce 173 0 - 65 23.22 16.80 0.92 173 <0.001 
Current Position 173 0 - 65 7.88 13.31 0.57 173 <0.001 
Note. df = degrees of freedom; SD = Standard Deviation; a = Lilliefors Significance Correction. 
 
The Wilcoxon signed rank test revealed a statistically significant reduction in years 
intended to remain in the RN workforce in Australia, 𝑧 = -1.95, 𝑝 = 0.05, with a small effect 
size (𝑟 = 0.11). The median score in years intended to remain in the RN workforce in 
Australia decreased from Phase Two (𝑀𝑑 30) to Phase Three (𝑀𝑑 20). 
In Phases Two and Three, one item that formed part of the RFP scale pertained to 
intention to remain and three items from the WESE scale. As shown in Table 16, the 
majority of respondents in Phase Two (88.7%) and Phase Three (79.4%) were satisfied 
with nursing as a career. However by Phase Three, only half of the respondents wanted to 
remain in their current position for the next five years. Similarly, approximately half felt they 
had been in their position as long as they wanted to be, although the state of the economy 
did not seem to play a part in their desire to search for another job.  
 
Table 16  
Level of Agreement with Intention to Remain Items from RFP and WESE Scales 
Item  Strongly Disagree/Disagree  
𝑛 (%) 
Agree/Strongly Agree 
 𝑛 (%) 
Missing 
 𝑛 (%) 
16 P2  15 (7.7) 172 (88.7) 7 (3.6) 
16 P3 21 (10.8) 154 (79.4) 19 (9.8) 
32 P2 116 (59.8) 69 (35.6) 9 (4.6) 
32 P3 108 (55.7) 68 (35.1) 18 (9.3) 
33 P2 150 (77.3) 36 (18.5) 8 (4.1) 
33 P3 141 (72.7) 36 (18.5) 17 (8.8) 
46 P2 66 (34.0) 121 (62.4) 7 (3.6) 
46 P3 84 (43.3) 92 (47.4) 18 (9.3) 
Note. 16 = I am satisfied with choosing nursing as a career; P2 = Phase Two; P3 = Phase Three; 32 = I 
have been in my position about as long as I want to be; 33 = If the economy was better I would think about 
finding another job; 46 = I would like to be working here in five years’ time. RFP = Readiness for Practice; 
WESE = Work Environment, Support and Encouragement. 
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In Phases Two and Three, participants were asked the following open-ended question: 
“What might cause you to leave your current place of employment?” In Phase Two there 
were 152 responses, and 169 in Phase Three. In both phases, the same themes were 
identified from the responses, most commonly “dissatisfaction” (Phase Two 𝑛 = 56, Phase 
Three 𝑛 = 61, and “better opportunities” (Phase Two 𝑛 = 59, Phase Three 𝑛 = 73). The 
majority of responses in both phases centered on leaving their current employment for 
better opportunities. Participant 145 wrote, “Better career advancement offer or like an 
offer to work in the hospital where I want to be”. Participant 158 wrote, “obtaining a 
permanent contract in a ward where I feel happy, confident, and have the opportunity to 
increase my skills and advance”. 
Dissatisfaction was the second most common category in both phases. The third 
most numerous category was for personal reasons such as relocating for a family member 
or starting a family (Phase Two 𝑛 = 44, Phase Three 𝑛 = 46). The least reported category 
related to elements out of the respondents’ control such as hospital closure or end of the 
contract (Phase Two 𝑛 = 15, Phase Three 𝑛 = 18).  
In Phases Two and Three all participants were asked the following open-ended question: 
“What do you think could be done to improve Registered Nurse retention in the Australian 
workforce?” In Phase Two there were 160 responses, and 165 in Phase Three. Across the 
two phases, three themes emerged: improved working conditions (Phase Two 𝑛 = 71, 
Phase Three 𝑛 = 68), increased support and recognition (Phase Two 𝑛 = 68, Phase Three 
𝑛 = 57), and more employment opportunities (Phase Two 𝑛 = 27, Phase Three 𝑛 = 24). 
The most reported theme was an improvement in working conditions, specifically patient-
to-nurse ratios, remuneration, and shift options. Participant 146 wrote, “Better/consistent 
nursing ratios (often nurses are pressured to accept patient ratios that fail to conform to 
current Australian standards), increased pay with reference to the increased cost of living, 
flexible working hours.”  
Secondly, participants reported that a commitment to support and recognition of new 
graduate nurses would encourage retention in the workforce. The least reported theme 
was the need to increase employment opportunities for ECNs or reduce student intake to 
ensure that all those who graduate can secure suitable employment.  
Analysis showed no statistical difference in years intended to remain in the 
workforce or in current position between employment settings, nor in ESL status, at Phase 
Two. However, by Phase Three, as shown in Table 17, respondents with ESL were more 
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likely to leave the profession earlier, but remain in their current position longer. However, 
both effect sizes were small.  
 
Table 17  
Comparison of Intention to Remain in Workforce by English Language Groups 


















Profession 118 30 27.5 10 1334.5 -2.09 .037 0.17 
Current position 118 30 3 5 1305 -2.24 .025 0.18 
 
4.14 Logistic Regression Exploring Factors Influencing Initial Employment 
Outcomes  
 
The first research question was, “Which factors influence initial employment 
outcomes for Early Career Nurses (ECNs)?” To answer this question binary logistic 
regression was used. Eight independent variables (GPA, residency status, ESL, 
undergraduate employment, previous healthcare experience, clinical placement setting, 
employment setting preference, and RFP score at Phase One) were included. The results 
are described using the format suggested by Pallant (2010). 
The impact of a number of factors on the likelihood that respondents would have 
employment as an RN by Phase Two and Three was explored (frequencies and statistics 
for predictor variables, Appendix N). All of the variables planned for the model in Phase 
Three violated the assumption of the minimum expected cell frequency, and therefore a 
logistic regression was abandoned.  
In Phase Two the variables of residency status, undergraduate employment, and 
clinical placement setting violated the assumption of the minimum expected cell frequency, 
and therefore they were removed from the model. The full model containing five predictors 
was statistically significant, 2 (5, 𝑛 = 164) = 18.64, p = .002, indicating that the model was 
able to distinguish between respondents who reported current employment as an RN in 
Australia at Phase Two and those who did not. The model as a whole explained between 
10.7% (Cox and Snell R squared) and 18.7% (Nagelkerke R squared) of the variance, and 
correctly classified 84.8% of cases.  
 Only one of the independent variables made a statistically significant contribution to 
the model: ESL status, recording an odds ratio of 4.86 (details found in Table 18). After 
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controlling for other factors in the model, respondents who reported English as a first 
language were almost five times more likely to report employment as an RN in Australia by 
Phase Two.  
Inspection of ZResid values showed six respondents for whom the model did not 
work well, with ZResid values below -2.5. The model predicted they would have 
employment but their observed category was “not employed”. All of these respondents had 
been offered and accepted employment but had not commenced in their roles, which 
suggests the model is valid. 
 
Table 18  
Binary Logistic Regression Modelling to Predict Employment as a Registered Nurse at 
Phase Two 
Variable 𝐵 𝑆𝐸 𝑂𝑅 95.0% CI Wald 𝑝 
Grade point average 0.33 0.49 1.40 [0.54, 3.62] 0.47 .494 
English as a second language 1.58 0.50 4.86 [1.84, 12.85] 10.17 .001 
Healthcare experience 0.14 0.50 1.15 [0.43, 3.03] 0.08 .782 
Employment preference -0.40 0.54 0.67 [0.24, 1.92] 0.56 .456 
RFP  P1 0.07 0.05 1.07 [0.98, 1.18] 2.11 .147 
Note. CI = confidence interval for odds ratio (OR); RFP = Readiness for practice; P1 = Phase One total 
score used. 
 
4.15 Logistic Regression Exploring Factors Influencing Employment in Hospital 
versus Out-of-Hospital Settings 
 
The second research question was, “Which factors influence employment as a 
Registered Nurse (RN) in hospital vs out-of-hospital settings?” To answer this question 
binary logistic regression was used. Nine independent variables (GPA, residency status, 
ESL, undergraduate employment, previous healthcare experience, clinical placement 
setting, employment setting preference, relationship to the employer, and RFP score at 
Phase One) were included. The results are described using the format suggested by 
Pallant (2010). 
The impact of a number of factors on the likelihood that respondents would report 
working as an RN in a hospital setting or out-of-hospital setting both at Phase Two and 
Phase Three was explored (frequencies and collinearity statistics for predictor variables 
Appendix O). The variable of residency status violated the assumption of the minimum 
expected cell frequency, and therefore was removed from both models. Only those who 
reported working at the time of the survey were included in this analysis.  
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The Phase Two model containing all predictors was statistically significant, 2 (8, 𝑛 
= 159) = 52.37, 𝑝 = < .001, indicating the model could distinguish between employment 
settings. The model as a whole explained 28.1% (Cox and Snell R squared) and 38.8% 
(Nagelkerke R squared) of the variance in the employment setting and correctly classified 
81.8% of cases. As shown in Table 19, there were four significant predictor variables in the 
Phase Two model (undergraduate employment, previous healthcare experience, 
employment setting preference and relationship to the employer). The largest predictors 
were employment setting preference (𝑝 < 0.001), recording an odds ratio of 13.08 and 
previous healthcare experience (𝑝 = 0.03), recording an odds ratio of 2.82. Respondents 
who reported a preference for out-of-hospital settings were over 13 times more likely to be 
employed there, while having healthcare experience increased employment in out-of-
hospital settings by almost three times, controlling for all other factors in the model. In 
contrast, having undergraduate employment and having a relationship with the employer 
were predictors of working in the hospital setting, although the odds ratios for these 
variables were less than 0.5.  
The Phase Three model containing all predictors was statistically significant, 2 (8, 𝑛 
= 170) = 58.24, 𝑝 < 0.001, indicating that the model was able to distinguish between 
employment settings. The model as a whole explained 29.0% (Cox and Snell R squared) 
and 41.3% (Nagelkerke R squared) of the variance in employment setting and correctly 
classified 82.4% of cases. As shown in Table 19, five of the independent variables made 
unique statistically significant contributions to the model (GPA, undergraduate 
employment, previous healthcare experience, employment setting preference, and 
relationship to the employer). The strongest predictor of employment setting was the same 
as in Phase Two, employment setting preference, recording a slightly lower odds ratio of 
9.75. By Phase Three respondents with a preference for the out-of-hospital setting were 
almost 10 times more likely to be employed there, controlling for all other factors in the 
model. Having previous healthcare experience was as predictive of working in an out-of-
hospital setting as it was in Phase Two. Having a relationship with an employer remained 
predictive of working in the hospital setting, although by Phase Three having a GPA above 
5.51 also increased the likelihood of working in a hospital setting.  
Inspection of ZResid values showed five respondents with values below -2.5, 
showing that the model did not work well for them. On exploration of this group, there were 
no similarities found and when removed from the model the same five variables remained 
predictive of employment setting at Phase Three.  
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Table 19  
Binary Logistic Regression Modelling to Predict Employment Setting  
Variable 𝐵 𝑆𝐸 𝑂𝑅 95.0% CI Wald 𝑝 
Phase Two 
Grade point average -0.42 0.44 0.66 [0.28, 1.57] 0.89 .345 
ESL -0.21 0.54 0.81 [0.28, 2.37] 0.15 .702 
Undergraduate employment -1.37 0.58 0.26 [0.09, 0.80] 5.54 .019 
Healthcare experience  1.04 0.49 2.82 [1.08, 7.32] 4.51 .034 
Clinical placement  0.58 0.64 1.78 [0.51, 6.20] 0.83 .363 
Employment preference 2.57 0.57 13.08 [4.31, 39.60] 20.67 <.001 
Employer relationship -1.01 0.42 0.37 [0.16, 0.83] 5.79 .016 
RFP  P1 -0.02 0.04 0.98 [0.91, 1.05] 0.42 .519 
Phase Three 
Grade point average -1.07 0.46 0.34 [0.14, 0.83] 5.54 .019 
ESL 0.32 0.59 1.37 [0.43, 4.33] 0.29 .592 
Undergraduate employment -1.21 0.60 0.30 [0.09, 0.98] 4.01 .045 
Healthcare experience  1.24 0.50 3.46 [1.30, 9.18] 6.21 .013 
Clinical placement 1.19 0.63 3.30 [0.96, 11.36] 3.58 .059 
Employment preference 2.28 0.57 9.75 [3.22, 29.50] 16.25 <.001 
Employer relationship -1.73 0.44 0.17 [0.07, 0.42] 15.21 <.001 
RFP  P1 -0.01 0.03 0.10 [0.93, 1.06] 0.11 .740 
Note. CI = confidence interval for odds ratio (OR); ESL = English as a second language; RFP = Readiness 
for practice; P1 = Phase One total score used. 
 
4.16 Multiple Statistical Tests Exploring Intent to Remain in the Profession and 
Current Position 
 
The third and final research question was, “To which factors do Early Career Nurses 
(ECNs) attribute their intent to remain in the profession and their current position?” To 
answer this question a variety of statistical tests were used, including binary logistic and 
multiple regression, and the Pearson product-moment correlation coefficient. The factors 
impacting on the variables of years intended to remain in the industry and in a current 
position were explored. As these factors were not normally distributed, they were split into 
a dichotomous variable to allow binary logistic regression. The results are described using 
the format described by Pallant (2010). The details of factors that influence the intention to 
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4.16.1 Which factors influence ECN intention to remain in the profession? 
 
Direct binary logistic regression was performed to assess the impact of a number of 
factors on the likelihood that respondents would intend to remain in the profession longer 
than 10 years at Phase Two and Phase Three. The Phase Two model contained 13 
independent variables (age, sex, GPA, residency status, ESL, undergraduate employment, 
previous healthcare experience, stress, formal structured support program, satisfaction 
scores, RFP scores [Phases One and Two] and WESE scores [Phase Two]). Frequencies 
and collinearity statistics for predictor variables can be found in Appendix T. The variables 
of sex, residency status, English as a second language, and formal structured support 
program violated the assumption of the minimum expected cell frequency, and therefore 
were removed from the model. The full model containing the nine remaining predictors 
was not statistically significant, 2 (9, 𝑛 = 131) = 14.53, 𝑝 = .105, indicating that the model 
was not able to distinguish between respondents who intended to remain in the profession 
longer than 10 years and those who did not. The variables of age and RFP scores from 
Phase One and Two were the least significant variables in the model and so were 
removed. The full model containing the six remaining predictors was statistically 
significant, 2 (6, 𝑛 = 131) = 14.02, 𝑝 = .029, indicating the model was able to distinguish 
between respondents who intended to remain in the profession longer than 10 years and 
those who did not. The model as a whole explained between 10.2% (Cox and Snell R 
squared) and 14.8% (Nagelkerke R squared) of the variance in successful applications to 
preference areas, and correctly classified 75.6% of cases. However, as shown in Table 20 
only WESE score Phase Two was a statistically significant predictor in the model reporting 
an odds ratio of 1.07. For every point ECNs scored higher on the WESE scale, they were 
1.07 times more likely to report intending to remain for more than 10 years.  
The Phase Three model contained 15 independent variables (Age, Sex, GPA, 
Residency Status, ESL, undergraduate employment, previous healthcare experience, 
stress, formal structured support program, satisfaction scores, RFP scores [Phases One, 
Two and Three] and WESE scores [Phase Two and Three]). Frequencies and collinearity 
statistics for predictor variables can be found in Appendix T. The variables of sex and 
residency status violated the assumption of the minimum expected cell frequency, and 
therefore were removed from the model. The full model containing the 13 remaining 
predictors was not statistically significant, 2 (13, 𝑛 = 129) = 20.29, 𝑝 = .088, indicating that 
the model was not able to distinguish between respondents who intended to remain in the 
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profession longer than 10 years and those who did not. The variables of GPA, 
undergraduate employment and formal structured support program were the least 
significant variables in the model so were removed. The full model containing the 10 
remaining predictors was statistically significant, 2 (10, 𝑛 = 131) = 21.51, 𝑝 = .018, 
indicating the model was able to distinguish between respondents who intended to remain 
in the profession longer than 10 years and those who did not. The model as a whole 
explained between 15.1% (Cox and Snell R squared) and 20.6% (Nagelkerke R squared) 
of the variance in intention to remain in the profession, and correctly classified 67.9% of 
cases. However, as shown in Table 20 only stress and WESE score P3 were statistically 
significant predictors in the model. Having a higher WESE score at Phase Three was 
predictive of wanting to remain in the profession for longer than 10 years; however, the 
strongest predictor was having stress in their personal life that was impacting on their 
work. Those with stress were three times more likely to remain in the profession than 
those without.  
 
Table 20  
Binary Logistic Regression Modelling to Predict Intention to Remain in the Profession 
Variable 𝐵 𝑆𝐸 𝑂𝑅 95.0% CI Wald 𝑝 
Phase Two 
Grade point average -0.98 0.54 0.38 [0.13 – 1.08] 3.28 .070 
Undergraduate employment 0.51 0.63 1.66 [0.49 – 5.66] 0.66 .416 
Healthcare experience -0.34 0.47 0.71 [0.28 – 1.80] 0.52 .473 
Stress P2 -0.24 0.49 0.78 [0.30 – 2.61] 0.24 .621 
Job satisfaction P2 -0.04 0.04 0.96 [0.89 – 1.04] 1.13 .287 
WESES P2 0.06 0.03 1.07 [1.01 – 1.12] 5.65 .017 
Phase Three 
Age 0.41 0.48 1.51 [0.59 – 3.84] 0.74 .239 
English as a second language 0.98 0.54 2.66 [0.93 – 7.66] 3.29 .070 
Healthcare experience -0.55 0.44 0.58 [0.25 – 1.35] 1.62 .203 
Stress P3 1.08 0.49 2.95 [1.14 – 7.63] 4.95 .026 
Job satisfaction P3 -0.02 0.05 0.99 [0.92 – 1.05] 0.20 .653 
RFP  P1 -0.08 0.05 0.92 [0.84 – 1.02] 1.64 .104 
RFP  P2 0.03 0.06 1.03 [0.91 – 1.16] 0.19 .659 
RFP  P3  0.05 0.06 1.05 [0.93 – 1.18] 0.64 .425 
WESE P2 0.01 0.02 1.01 [0.97 – 1.06] 0.17 .676 
WESE P3 0.05 0.03 1.05 [1.00 – 1.11] 3.81 .050 
Note. CI = confidence interval for odds ratio (OR); RFP = Readiness for practice scale; P2 = Phase Two; 
P1 = Phase One; P3 = Phase Three; WESE = Work environment, support and encouragement scale. 
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Given the significant impact of stress and work environment, support and 
encouragement (WESE) scores on intention to remain in the profession, the factors that 
impact on these scores are explored below. 
 
4.16.1.1 Which factors influence stress outcomes for ECNs? 
 
 Direct binary logistic regression was performed to assess the impact of a number of 
factors on the likelihood that respondents would report stress at Phase Three. The model 
contained 12 independent variables (age, sex, GPA, residency status, ESL, undergraduate 
employment, previous healthcare experience, employment setting, formal structured 
support program, satisfaction score, RFP score [Phase Three] and WESE scores [Phase 
Three]). Frequencies and collinearity statistics for predictor variables can be found in 
Appendix T. The variable of residency status violated the assumption of the minimum 
expected cell frequency, and therefore was removed from the model. The full model 
containing the 11 remaining predictors was not statistically significant, 2 (11, 𝑛 = 132) = 
16.88, 𝑝 = .112, indicating the model was not able to distinguish between respondents who 
reported stress in their personal life that impacted on their work and those who did not. 
The model as a whole explained between 12.0% (Cox and Snell R squared) and 12.6% 
(Nagelkerke R squared) of the variance in intention to remain in the profession, and 
correctly classified 69.7% of cases. Despite the model as a whole not being predictive, as 
seen in Table 21, RFP was a significant predictor in the model, with an inverted odds ratio 
of 1.10 (1 ÷ 0.91 = 1.098). This suggests that for every point ECNs scored higher on the 
RFP scale, they were 1.10 times less likely to report stress in their personal lives that 
impacted on their work.  
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Table 21  
Binary Logistic Regression Modelling to Predict Stress 
Variable 𝐵 𝑆𝐸 𝑂𝑅 95.0% CI Wald 𝑝 
Age -0.30 0.47 0.75 [0.30 - 1.88] 0.39 .534 
Sex 1.05 0.77 2.85 [0.63 – 12.85] 1.85 .174 
Grade point average -0.32 0.45 0.73 [0.30 – 1.77] 0.49 .485 
English as a second language -0.00 0.54 1.00 [0.35 – 2.85] 0.00 .996 
Undergraduate employment -0.37 0.61 0.69 [0.21 – 2.30] 0.36 .550 
Healthcare experience 0.64 0.47 1.89 [0.75 – 4.74] 1.84 .175 
Employment setting 0.20 0.50 1.22 [0.47 – 3.24] 0.15 .695 
Support program 0.94 0.87 2.57 [0.47 – 14.09] 1.18 .277 
Satisfaction -0.03 0.03 0.97 [0.92 – 1.03] 1.24 .265 
RFP P3 -0.10 0.05 0.91 [0.83 – 0.99] 4.67 .031 
WESE P3 -0.01 0.02 0.99 [0.95 – 1.03] 0.19 .662 
Note. CI = confidence interval for odds ratio (OR); RFP = Readiness for practice scale; P2 = Phase Two; 
P1 = Phase One; P3 = Phase Three; WESE = Work environment, support and encouragement scale. 
 
4.16.1.1.1 Which factors influence readiness for practice scores? 
 
Given the impact of RFP on stress outcomes, a multiple regression analysis 
exploring the factors that impact on RFP scores in Phase Three was undertaken, 
consisting of nine dichotomous variables – Age, GPA, ESL, Previous Healthcare 
Experience, Residency Status, Undergraduate Employment, Stress, Employment Setting, 
Relationship to Employer – and one continuous variable, Total Satisfaction Score. There 
were no correlations above 0.3. However, as previously identified, a significant decrease in 
RFP scores was identified between those with and without English as a first language in 
Phases Two and Three, with medium and small effect sizes respectively. 
 
4.16.1.2 Which factors influence work environment, support and encouragement 
scores? 
 
As WESE scores were predictive of intention to remain in the profession, a multiple 
logistic regression exploring the factors that impact on WESE scores for Phases Two and 
Three was undertaken, consisting of 11 variables (Age, Sex, GPA, ESL, Previous 
Healthcare Experience, Residency Status, Undergraduate Employment, Stress, 
Employment Setting, and Relationship to Employer, and Total Satisfaction Score). The 
only variable to show a correlation above 0.3 was Total Job Satisfaction in both models. 
Therefore the multiple logistic regression was abandoned and the correlation between 
these two variables was explored. A scatter plot showed a positive relationship between 
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WESE scores and total job satisfaction and as both were normally distributed, their 
relationship was explored using a Pearson product-moment correlation coefficient, which 
showed a strong, positive correlation between the two variables over both time points as 
shown in Table 22. 
 
Table 22  












Phase Two    .70 <.001 
WESE 140 90.98 11.10   
Satisfaction  138 49.04 7.23   
    Phase Three    .56 <.001 
WESE 155 90.21 11.41   
Satisfaction  152 46.23 8.04   
Note. WESE = Work environment, support and encouragement scale; SD = Standard Deviation. 
 
4.16.1.2.1 Which factors impact on job satisfaction scores? 
 
A multiple regression analysis exploring the factors that impact on job satisfaction 
scores for Phase Three was undertaken, consisting of 10 dichotomous variables (Sex, 
Age, GPA, ESL, Previous Healthcare Experience, Residency Status, Undergraduate 
Employment, Stress, Employment Setting, Relationship to Employer) and one continuous 
variable (RFP score in Phase Three). There were no correlations above 0.3. However, as 
identified previously, a statistical difference in total job satisfaction scores was found 
between those who identified as having ESL and those with English as a first language. 
 
4.16.2 Which factors influence ECNs’ intention to remain in their current position? 
 
Direct logistic regression was performed to assess the impact of a number of factors 
on the likelihood that respondents would intend to remain in their current position longer 
than 7.5 years at Phase Three. The model contained 15 independent variables (Age, Sex, 
GPA, Residency Status, ESL, Undergraduate Employment, Previous Healthcare 
Experience, Stress, Formal Structured Support Program, Satisfaction Scores, RFP Scores 
[Phases One, Two and Three] and WESE scores [Phases Two and Three]). Frequencies 
and collinearity statistics for predictor variables can be found in Appendix U.  
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The variables of sex, residency status, and formal structured support program 
violated the assumption of the minimum expected cell frequency, and therefore were 
removed from the model. The full model containing the 12 remaining predictors was not 
statistically significant, 2 (12, 𝑛 = 148) = 17.15, 𝑝 = .114, indicating the model was not 
able to distinguish between respondents who intended to remain in their current position 
longer than 7.5 years and those who did not. Although the model was not significant, as 
shown in Table 23 having undergraduate employment was a significant variable in the 
model, suggesting that respondents who had undergraduate employment were four and 
half times more likely to report leaving their current position within 7.5 years.  
 
Table 23  
Binary Logistic Regression Modelling to Predict Intention to Remain in Current Position 
Variable 𝐵 𝑆𝐸 𝑂𝑅 95.0% CI Wald 𝑝 
Age 0.65 0.48 1.92 [0.76 - 4.87] 1.88 .170 
Grade point average -0.02 0.50 0.98 [0.37 - 2.62] 0.00 .973 
English second language -0.30 0.61 0.74 [0.23 – 2.43] 0.25 .619 
Undergraduate employment -1.30 0.61 0.27 [0.08 – 0.90] 4.52 .033 
Healthcare experience -0.18 0.53 0.83 [0.30 – 2.34] 0.12 .730 
Stress (P3) 0.10 0.51 1.11 [0.41 – 3.00] 0.4 .840 
Job satisfaction (P3) 0.04 0.04 1.04 [0.97 – 1.12] 1.28 .257 
RFP  P1 -0.04 0.05 0.96 [0.88 – 1.06] 0.70 .401 
RFP  P2 -0.80 0.06 0.92 [0.82 – 1.04] 1.80 .180 
RFP  P3  0.02 0.06 1.02 [0.90 – 1.15] 0.09 .767 
WESE P2 0.01 0.02 1.01 [0.97 – 1.06] 0.26 .610 
WESE P3 0.03 0.3 1.03 [0.98 – 1.09] 1.28 .258 
Note. CI = confidence interval for odds ratio (OR); P2 = Phase Two; P1 = Phase One; P3 = Phase Three; 
RFP = Readiness for Practice scale; WESE = work environment, support and encouragement scale. 
 
4.17 Conclusion  
 
A comparison of the study sample to the Australian ECN population showed that 
the sample was representative. In this study, two-thirds of the ECNs were 25 years or 
younger, and almost 90% identified as female, correlating with Australian Institute of 
Health and Welfare (2017b) data about the general ECN population. This places the 
majority of this cohort in the millennial generation.4 Over 95% of the ECNs in this study 
                                            
4 Four generational cohorts currently make up the nursing workforce: Veteran nurses born between 1922 
and 1946; Baby Boomers born between 1947 and 1964, representing the largest cohort; Generation Xers 
born between 1965 and 1978; and the Millennials or Generation Y born between 1979 and 2000, the second 
largest cohort (Hayes et al., 2012; Takase, Oba, & Yamashita, 2009). 
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had full-time study loads, and two-thirds reported a GPA above 5.51, suggesting the 
majority were achieving above distinction averages during their studies (The University of 
Queensland, 2013). One third of this cohort were not born in Australia, which is similar to 
ABS (2017b) data showing that in 2016 almost 30% of Australian residents5 were born 
overseas.  
The total rate of ECNs not employed as an RN at Phase Two was 17% (𝑛 = 33), 
which decreased to 6.7% (𝑛 = 13) by Phase Three. The only factor that influenced 
securing employment as an RN was ESL. One quarter of this ECN cohort did not have 
English as a first language, slightly higher than the one fifth of Australians who in 2016 
spoke a language other than English at home (ABS, 2017a). However, language spoken is 
not a variable captured by Health Workforce Data in Australia, and therefore a comparison 
to the national ECN population cannot be made. Those with ESL reported higher 
percentages of tertiary qualifications and lower preference for the hospital setting. They 
also reported lower RFP scores, WESE scores, and job satisfaction scores. This group 
were less likely to be provided a formal support program, had different support items they 
desired from employers, and were more likely to leave the profession earlier, but remain in 
their current position longer. The majority of ECNs in this study had Australian residency 
status, although one third were born overseas and one quarter had ESL. This is significant 
as most of the literature regarding the impact of English as a second language on 
transition to practice in nursing pertains to the international student cohort (Blackmore et 
al., 2014; Department of Education Employment and Workplace Relations, 2009), or 
overseas-trained nurses (Deegan & Simkin, 2010; Mapedzahama, Rudge, West, & Perron, 
2012; Wang & Jing, 2018). 
The factors that impact on securing employment in the hospital setting are different 
from those that impact on securing employment in the out-of-hospital setting. English as a 
first language is predictive of securing employment, although it does not dictate 
employment setting. Having a preference for the out-of-hospital setting and having prior 
healthcare experience are predictive of working in the out-of-hospital setting. Those 
working in the out-of-hospital setting received fewer support items, including formal 
structured support programs, compared to those working in the hospital setting. They also 
desired different support items to aid their transition compared to those working in the 
                                            
5 According to the Department of Social Services (2019), “an Australian resident is a person who resides in 
Australia and has permission to remain permanently – either because they are: an Australian citizen; the 
holder of a permanent visa; or a protected Special Category Visa holder” (para. 4). 
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hospital setting. Those with a GPA above 5.51, and/or who had a relationship with their 
employer, either from clinical placement or undergraduate employment, were more likely 
to secure work in the hospital setting.  
The factors that influence the intention to remain in the profession and a position are 
different. After 12 months the typical ECN was likely to continue working in the same fixed-
contract position where they commenced as their first employment as an RN in Australia. 
After 12 months the turnover rate from a nursing position but remaining in the profession 
was 8.2% (𝑛 = 16). The most common reason for changing positions was for a better 
position. The turnover rate from the profession was 6.7% (𝑛 = 13) in total, consisting of 
3.1% (𝑛 = 6) ECNs leaving a RN job and not taking another, plus 3.6% (𝑛 = 7) never 
beginning a RN job post-graduation. Over time ECNs’ average RFP scores decreased at 
Phase Two, and although they recovered in Phase Three they did not reach Phase One 
results. The typical ECN most likely did not have stress in their personal lives that 
impacted on work; however, their job satisfaction decreased over time as did the number 
of years they intended to remain in the nursing workforce. The factors to which ECNs 
attribute their intention to remain in the profession are WESE scores and stress. RFP 
influences stress, while job satisfaction influences WESE.  
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Chapter 5 Discussion 
 
This study aimed to explore the factors that influence the employment outcomes, 
employment settings, and intent of Early Career Nurses (ECNs) to remain in the workforce 
by implementing a quantitative design guided by Stages of Transition Theory (Duchscher, 
2008) and Transition Shock (Duchscher, 2009). In this chapter, the main findings from the 
study are discussed. The ECN is central to nursing workforce supply. Strategies to build 
supply in Australia include increasing employment rates of domestic graduates and 
ensuring ECN retention, especially in priority settings, such as aged care, primary 
healthcare, and mental health (HWA, 2014b), referred to in this study as the out-of-hospital 
setting. However, the success of these strategies is yet to be determined, and a better 
evidence base is required to measure this success. The literature review chapter 
highlighted a lack of research regarding the factors that influence employment outcomes 
and settings among ECNs. There also remained a lack of clarity about the factors that 
impacted on ECNs’ intent to remain in their current position or indeed in the profession.  
There were three main findings from this study. First, English as a Second 
Language (ESL) was the only statistically significant factor to impact on securing 
employment as a Registered Nurse (RN). This was despite workforce strategies such as 
the Culturally and Linguistically Diverse (CALD) Ageing and Aged Care Strategy 
(Department of Health, 2017)) that aim to reflect the diversity of the patient population. A 
wide range of activities have been implemented through this strategy to increase sector 
accountability and consumer information, choice and control (Department of Health, 2017). 
Although not specifically targeted at ECNs, examples of activities included in this strategy 
related to this finding include funding for workforce development and increasing 
awareness of the value of employing bilingual and bicultural workers. However, this 
research has found barriers such as English Language Proficiency (ELP) and issues with 
support remain for this culturally diverse subset of the workforce to obtain work. Secondly, 
different factors impact on securing employment in the hospital versus out-of-hospital 
setting. Relationships with industry, clinical placements and employment preferences play 
a large role in the employment setting for ECNs. Finally, there are differences in intended 
time to remain and contributing factors when comparing ECNs’ intention to remain in their 
position and the profession. This research suggests that job mobility is common for today’s 
ECNs and may be leading to what ECNs perceived as superior career outcomes in the 
profession. Each of these three main findings will be discussed below. 
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5.1 The Impact of ESL on Securing Employment as an RN 
 
The first main study finding was that English as a Second Language (ESL) was a 
predictor of employment outcomes as an RN and  the only variable to statistically impact 
on employment. This finding is interesting because the literature review suggested that 
human capital, vocational degrees and other demographic variables may also influence 
employment outcomes. Previous research had demonstrated that some variables have the 
ability to predict more positive employment outcomes for tertiary graduates as a whole, 
such as education level, institution, readiness for practice (RFP) and academic 
achievement. Other variables were only postulated to impact on employment outcomes for 
tertiary graduates, such as vocational degrees and demographics such as gender, age 
and geographical location. The finding that ESL is the only variable to statistically impact 
on employment for ECNs is in contrast to the findings from research on the wider tertiary 
graduate population and provides evidence to suggest those other variables are not as 
important as previously postulated. 
Human capital pertains to the skills, knowledge, and experience accumulated by an 
individual viewed in terms of their value, or cost, to an organisation or country (Keeley, 
2007), with higher levels expected to result in advantages in a competitive labour market 
(ABS, 2014; AIHW, 2017a; OECD, 2018a; Purcell et al., 2013; Schalk, 2015; van der 
Merwe, 2016). The elements of human capital measured in this study encompassed those 
elements identified by Keeley (2007): educational institution, academic achievement, 
readiness for practice (RFP), and previous employment experience. None of these 
predicted employment as an RN; neither did clinical placements. Although no study to date 
has systematically investigated the link between clinical placements and future 
employment for nurses, there was a common theme of a positive association (Bowles et 
al., 2015). Research in other fields has also shown graduates from other vocational6 
degrees as having a high probability of being in employment post-graduation (Higher 
Education Funding Council for England, 2018). Although neither of these factors impacted 
on overall employment, they did play a role in the setting ECNs were employed in as their 
initial position post-graduation. This is discussed in detail below in the section related to 
employment setting. 
                                            
6 Vocation is defined as of, relating to, or undergoing training in a skill or trade to be pursued as a career, 
usually involving clinical placements or internships (Fair Work Ombudsman, 2017; Higher Education Funding 
Council for England, 2018; Schalk, 2015). 
  104 
 
In this research, future residency status was not known and could not be included in 
statistical analysis. International students hold a student visa subclass 500. This visa 
restricts their stay in Australia to five years and it is expected that they return home after 
their study in Australia is completed (Department of Home Affairs, 2019). Therefore 
although it could not be included in statistical analysis, a discussion of the employment 
outcomes of those international students is important. Complete and current data on the 
number of international nursing students in Australia is not known. However, the 
percentage of international students in this study (8.2%, 𝑛 = 16) is similar to previously 
published figures (7.3% in South Australia and 9% in Queensland (Gaynor et al., 2008)). 
This suggests that the percentage of international students has remained stable over the 
last decade. The student visa subclass 500 expects students to return home after their 
studies, but it is common for international students to apply for subsequent visas that allow 
them to remain in Australia and work – for example, a skilled independent visa subclass 
189 or graduate work stream temporary graduate visa subclass 485 (Department of Home 
Affairs, 2018a). The graduate work stream temporary graduate visa subclass 485 allows 
nursing students graduating from an Australian nursing degree to remain in Australia and 
work as RNs for 18 months post-graduation. This is because RNs remain on the eligible 
skilled occupation list in Australia (Department of Home Affairs, 2018b). Indeed of the 12 
international students who reported their employment outcomes, 10 had secured 
employment as an RN by Phase Three with half working in the out-of-hospital setting. The 
small numbers in the international residency group in this study limit the conclusions that 
can be drawn from the findings. However, it would seem the additional hurdles of securing 
the right to work in Australia for international students are not stopping the majority from 
securing employment as RNs. It is interesting that proportionately more international ECNs 
gain employment in the out-of-hospital setting compared to those ECNs who were enrolled 
as domestic students. Additional research that included a larger sample of international 
students may shed more light on why this group are more likely to seek employment in 
those settings.  
In the current study, ESL was the only statistically significant predictor of employment 
outcomes as an RN. Indeed, ECNs with English as their first language were almost five 
times more likely to report employment as an RN in Australia than those with ESL. 
Demographics, such as English-speaking background or ethnic group, have been shown 
to play a role in the employment outcomes of tertiary graduates (Chartered Institute of 
Personnel and Development, 2017; van der Merwe, 2016) and reluctance to employ 
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people who have ESL is not confined to nursing. There is evidence that this is widespread 
within many industries, for example national data sets from Australia (the Household, 
Income and Labour Dynamics in Australia (HILDA) survey (van der Merwe, 2016)) and the 
Netherlands (Longitudinal Internet Studies for the Social Sciences [LISS]) survey, 
(Bloemen, 2013)) have identified ESL as a barrier faced by migrants in securing 
employment. Indeed this extends to resident Australians who do not have English as a first 
language (Trenerry, Franklin, & Paradies, 2012). Mapedzahama et al. (2012) identified a 
paucity of research related to this phenomenon in the nursing literature and it was beyond 
the remit of this study. However, it is an important finding that needs further exploration.  
This finding may also be related to employers’ perceptions that ECNs with ESL may 
lack the English Language Proficiency (ELP) needed to engage in therapeutic and 
professional relationships. In the Australian healthcare setting, English is the most 
common language used to communicate (ABS, 2017a). Therefore ELP is a significant 
component of ECNs’ ability to meet professional standards related to communication 
qualifications required for practice. This makes ELP a vital part of the recruitment process 
(Sedgwick & Garner, 2017). Consequently, the Australian national board of nursing and 
midwifery enforces an English language skill standard prior to registration into the 
profession to ensure nurses can communicate effectively (NMBA, 2015a). For initial 
registration as a nurse in Australia, ELP is evidenced by having English as a primary 
language, and meeting the requirements of being taught and assessed in English, or 
achieving an overall International English Language Testing System (IELTS) academic 
score of 7 and a minimum of 7 in all sub-bands (NMBA, 2015a). To be used as evidence 
for registration test, IELTS results must be less than two years old, but may be older if the 
ECN has been continuously enrolled in their Board-approved program of study (NMBA, 
2015a). This is similar to other English-speaking countries (Sedgwick & Garner, 2017). 
However, there are concerns about the effectiveness of current language assessment 
tools and whether they assess the language competence required to work in a healthcare 
setting (Sedgwick & Garner, 2017). This may be reflected in ECNs with ESL being 
disadvantaged by industry when it comes to employment outcomes, despite meeting the 
English language skills standard for registration.  
Currently, ELP is measured using expert-created, independent English language 
tests, particularly the IELTS test with its rating of reading, writing, speaking and listening 
using a nine-band scale (Cambridge English, 2016; International English Language 
Testing System, 2018). However, the IELTS is not context-specific to nursing or health. A 
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recent study qualitative study undertaken in one Australian hospital showed considerable 
variability in the English language skills of internationally trained nurses (Philip, 
Woodward-Kron, & Manias, 2019). As such, there have been calls for the development of 
language assessment tools that more appropriately assess ELP related to health care 
(Sedgwick & Garner, 2017). One example of an English language test that has an 
emphasis on communication in a healthcare environment is the Occupational English Test 
(OET) (Occupational English Test, 2019). Currently, this test is not relevant to students 
completing their initial health degree, as it is only accessible to qualified health 
professionals migrating to English-speaking countries and as it stands there is 
apprehension that it does not determine language competency for health professionals 
(Davidson, 2018; Pill & McNamara, 2016). If the barrier to employment for domestically 
educated ECNs with ESL is related to an inability to communicate effectively in clinical 
practice, then the ELP tests used should be reviewed to reflect industry requirements so 
that when ECNs can prove they meet the ELP requirement to gain registration, they will 
also be meeting the industry expectation, possibly removing ELP as a barrier to securing 
employment. This would create consistent expectations both for ECNs and industry, 
enabling a transparent and fair system. 
In addition to concerns about language proficiency, there may be a perception held 
by employers that ECNs with ESL require additional resources to provide safe nursing 
care, thereby making them resource-intensive to support. Research suggests extra 
resources, such as altered delivery of content in small groups, are needed to support ESL 
students while they are studying nursing (Boughton, Halliday, & Brown, 2010; Crawford & 
Candlin, 2013; Jeong et al., 2011). Similarly, nurses who have trained in non-English-
speaking countries and migrated to work as nurses in English-speaking environments 
require extra support to overcome cultural, linguistic and professional challenges (Brunero, 
Smith, & Bates, 2008; Deegan & Simkin, 2010; Ohr et al., 2010; Sedgwick & Garner, 
2017). Although there are support programs used to assist ESL nursing student 
populations (Crawford & Candlin, 2013) and ESL nurses who qualified overseas (Deegan 
& Simkin, 2010), complexity and challenges remain in ensuring their success, which 
results in variability. While it may be postulated that there are similarities between 
overseas-trained nurses’ transition experiences and domestic ESL ECNs, importantly, 
there is a lack of literature focused on domestic ESL ECN transition-to-practice support 
requirements. For ECNs, employers already utilise considerable resources to ease the 
transition into practice (Bontrager et al., 2016)). Therefore, if industry perceives that those 
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ECNs with ESL will require additional resources on top of those already in place, they may 
give preference to ECNs with English as a first language during recruitment.  
In light of this, a particularly interesting finding from the current study was that 
significantly fewer formal structured support programs (most commonly called “transition to 
practice programs”) and support elements were available for ESL ECNs compared to 
ECNs with English as a first language. Indeed, by Phase Three 93% (𝑛 = 130) of ECNs 
with English as a first language had a support program, compared to only 68.9% (𝑛 = 34) 
of those who had ESL. Similarly, only 57.7% (𝑛 = 29) of those with ESL were given 
supernumerary time, compared to 82.5% (𝑛 = 116) of those with English as a first 
language. Of note, the out-of-hospital setting had fewer support items compared to the 
hospital setting and although a slightly higher proportion of those with ESL worked in the 
out-of-hospital setting, this was not statistically significant. Similar percentages of ESL and 
English as first language ECNs worked in the private sector versus the public sector and 
therefore the difference in formal support programs and support elements for ESL ECNs 
may not be a consequence of their employment setting. If employers do perceive that 
domestically trained ECNs with ESL require additional resources to overcome cultural, 
linguistic and professional challenges, and this perception creates a barrier for industry to 
employ them, then the finding that formal support systems are less available to employed 
ECNs with ESL is surprising. This is an important finding as there is an abundance of 
evidence to show support techniques such as formal structured support programs are 
necessary to reduce turnover rates of ECNs (Chen & Lou, 2014; Missen et al., 2014). 
Therefore if the support needs of ESL ECNs who do gain employment as RNs are not 
being met, they may be lost to the profession. This finding raises the question if a bias 
against ECNs with ESL exists and this should be explored. 
Retaining the ESL ECN population in nursing is of particular importance. It should 
be noted that ECNs with ESL may not necessarily translate to ECNs who are culturally 
and linguistically diverse (CALD). However, language and culture are intertwined, with 
particular languages associated with specific groups. ECNs who are able to interact with 
another language may also able to interact with that culture. As Australia becomes more 
culturally and linguistically diverse (CALD),7 ANMAC (2012) and Henderson, Kendall, and 
See (2011) emphasize the importance of a workforce that reflects this diversity. This is 
                                            
7 In 2016 more than one fifth of Australians spoke a language other than English at home, while the rate of 
having English as the only language spoken at home decreased (ABS, 2017a). 
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because cultural and linguistic differences between patients and health professionals can 
cause ineffective communication, resulting in negative patient outcomes (Fisher, Burnet, 
Huang, Chin, & Cagney, 2007; Smedley, Stith, & Nelson, 2003; Thomas, Fine, & Ibrahim, 
2004), while cultural competence can improve patient outcomes (Alizadeh & Chavan, 
2016).  
Cultural competence can be defined as “the ability to work and communicate 
effectively and appropriately with people from culturally different backgrounds” (Alizadeh & 
Chavan, 2016, p. 120). Therefore, in addition to English language knowledge and fluency, 
cultural knowledge and competence are increasingly being required of Australian nurses 
(Sedgwick & Garner, 2017). The national code of conduct for nurses reflects this (NMBA, 
2018), as do the accreditation standards for approved programs to study nursing (ANMAC, 
2012). The Australian government supports employment practices that reflect the diversity 
of the patient population (Commission for Healthcare Audit and Inspection, 2009), and has 
implemented multiple workforce strategies (e.g. Culturally and Linguistically Diverse 
(CALD) Ageing and Aged Care Strategy [Department of Health, 2017]) to encourage the 
employment of health professionals from various CALD backgrounds (Ohr et al., 2010). 
Although to date this research and policy has not focused on graduate health 
professionals, it remains concerning that currently ECNs who have ESL are disadvantaged 
when it comes to securing employment, and that those who do receive less support during 
their transition. The CALD Ageing and Aged Care Strategy (Department of Health, 2017) 
concluded that although the strategy had increased awareness of the value of employing 
bilingual and bicultural workers, the diversity framework of the future would need to go 
further to ensure an appropriately diverse and adequately trained workforce was recruited. 
This may be achieved by active recruitment of ECNs who speak more than one language 
to sectors where their additional language abilities may be utilised.  
 The Australian population continues to diversify (ABS, 2014, 2017a). Although the 
most recent published data focusing on CALD nursing students in Australia is over a 
decade old (Boughton et al., 2010), there is no evidence that the diversity noted in that 
study has not continued. This student population will play an important role in developing a 
CALD nursing workforce, representative of the population they will care for. Currently, 
Health Workforce Data in Australia does not collect data on languages spoken by nurses 
(Newman, 2019). The impact of ESL on many variables in this study, including support 
mechanisms and employment outcomes, suggests it is an important aspect of workforce 
demographics. The recommendation from this study is that the Department of Health in 
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Australia should collect data on languages spoken for their Health Workforce Data website 
so that an accurate picture of ECN demographics and their impact on employment 
outcomes can be mapped over time. Importantly, research also needs to longitudinally 
track government workforce strategies aimed at recruiting employees from CALD 
backgrounds to establish whether industry recruitment strategies are aligned.  
 
5.1.1 The impact of ESL on ECN experience in the workplace. 
 
In addition to ESL impacting on ECNs securing employment as an RN, the results 
from this study indicate that this population is not achieving the same outcomes in the 
workplace as those ECNs with English as a first language. Although only one quarter of 
this sample had ESL and further research is required to explore this phenomenon in detail, 
it would be remiss not to also discuss these differences.  
In the current study, there was a significant association between ESL and 
employment setting preference, with fewer ECNs with ESL preferring the hospital setting, 
compared to those with English as a first language. Strengthening the role of nurses in the 
out-of-hospital setting through expanded roles and numbers will provide more cost-
effective practice (Department of Health, 2018). Increasing supply to this area may be 
achieved through increased ECN recruitment. However, these areas are traditionally more 
challenged in recruiting and retaining graduates in Australia (HWA, 2014c), and globally 
(Kloster et al., 2007; Wareing et al., 2017), and therefore this finding is of particular 
interest. Migrant nurses often seek employment in the out-of-hospital setting, reporting 
difficulty finding employment in the hospital setting (Coyne et al., 2016; Department of 
Home Affairs, 2018b). While the findings from experienced migrant nurses may not be the 
same in ESL ECN populations, it could be speculated that ECNs with ESL also do not feel 
confident in gaining a hospital position. Therefore the preference expressed here is 
actually a pragmatic decision. Alternatively, perhaps this cohort prefers this setting 
because other internationally trained nurses of similar background encourage them to 
apply; however this was beyond the remit of this study. Australian government reports 
have identified the importance of an appropriately diverse, adequately trained workforce 
and relevant research to inform best practice (Department of Health, 2017). Therefore a 
future study that explored the employment decisions of ESL and English as first language 
ECNs in more depth may be beneficial. This future research may shed light on why ECNs 
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with ESL prefer the out-of-hospital setting, and why English first language ECNs continue 
to prefer the hospital setting, assisting in workforce recruitment to priority areas. 
In this study, ECNs with ESL employed in the RN workforce reported a decrease in 
intention to remain in the profession compared to those ECNs with English as a first 
language. This is not surprising, as they also reported lower readiness for practice (RFP), 
work environment support and encouragement (WESE), and job satisfaction scores. It is 
known that these factors can impact, either directly or indirectly, on intent to remain in the 
profession (Bontrager et al., 2016; Kenny et al., 2016; Numminen, Leino-Kilpi, et al., 2016; 
Numminen, Ruoppa, et al., 2016; Woods et al., 2015). The significant differences identified 
here may be related to ESL ECNs receiving fewer support mechanisms as discussed 
earlier (Chen & Lou, 2014; Missen et al., 2014). Alternatively, this finding may reflect ESL 
ECNs’ limited English language proficiency hindering their ability to transition from student 
to professional nurse. Similarly, Timilsina Bhandari, Xiao, and Belan (2015) identified that 
for internationally trained ESL nurses, communication in English was the predominant 
factor associated with their job dissatisfaction. However, a lack of information remains 
pertaining specifically to the factors that impact on intent to remain for ESL ECNs, 
especially domestic graduates. The plethora of variables associated with intent to remain 
in the literature and a lack of information pertaining specifically to the experiences of 
nurses with ESL (Mapedzahama et al., 2012) highlight the complexity of intent to remain. 
ECNs who speak multiple languages including English are an important workforce able to 
meet the needs of the increasingly multicultural Australian population. If they are to be 
recruited and retained in the profession, research into this population needs to be 
continued.  
Being proficient in English language communication is a significant component of 
ECNs’ ability to meet professional nursing standards in Australia. However, if future 
research only focuses on ECN English language proficiency (ELP), by for example 
reviewing the effectiveness of assessment tools or the timing of assessment, this would 
ignore the complexity of the issue. Previous research in the wider ESL nurse population 
has shown a lack of support, prejudice (Deegan & Simkin, 2010), loneliness, isolation 
(Brunero et al., 2008), and different ways to adapt to practice (Blythe & Baumann, 2009) 
when compared to those nurses who have English as a first language. In conjunction with 
these findings from nursing research, there is also wider evidence that race-based 
discrimination at work is on the rise in Australia, with those workers who speak a language 
other than English at home reporting the highest rates of workplace racism (Trenerry et al., 
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2012). There persists a lack of information pertaining specifically to racial and ethnic 
discrimination, and if it is experienced by nurses, specifically those with ESL 
(Mapedzahama et al., 2012). This research has identified differences in the ESL and 
English as first language ECN population across multiple variables, including securing 
employment, support mechanisms, RFP, WESE, and job satisfaction. It is postulated that 
a bias against ESL ECNs may be at play especially when reviewing support mechanisms. 
However, this research cannot conclude that discrimination is at fault. Considering the role 
ESL ECNs may play in providing culturally competent care, especially in the out-of-hospital 
setting, coupled with the government's desire to employ health professionals from CALD 
backgrounds, this finding requires attention into the future. Initial research needs to 
ascertain what the basis for differences in ECN transition experiences for those who speak 
multiple languages, possibly focusing on discrimination, and/or elements of ELP. 
Interventions can then be developed to rectify the inequity currently experienced by this 
population to ensure they are recruited and retained in the nursing workforce.   
 
5.2 Factors Influencing Where ECNs Secure Employment 
 
The second main study finding was that for those ECNs who did secure work, 
different factors impacted on securing employment in the hospital and the out-of-hospital 
settings. Having a preference for the out-of-hospital setting and previous healthcare 
experience positively impacted on ECNs securing employment in the out-of-hospital 
setting. Undergraduate employment, having a relationship to the employer and a grade 
point average above 5.51 positively impacted on ECNs securing employment in the 
hospital setting. The finding that tertiary educational institution was not a factor of human 
capital predictive of employment outcomes was interesting, as literature on the wider 
graduate population (van der Merwe, 2016) and research conducted in the ECN 
population in the UK (Harris et al., 2013) suggested it would play a role. The current study 
was not designed to compare between the two institutions used as the sample 
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5.2.1 Impact of preferences and clinical placement on employment setting. 
 
ECNs in this study with a preference for the out-of-hospital setting were over ten 
times more likely to be employed there. This is not a surprising findings as competition for 
positions may not be as strong as in the hospital setting. However, ECNs who prefer the 
out-of-hospital setting are interesting as multiple literature reviews have shown this is not 
usually the preferred setting for ECNs (Algoso et al., 2016; Hayes, Orchard, et al., 2006). 
The challenge of recruiting to the out-of-hospital setting is not isolated to graduates and 
indeed is reflected more generally in the Australian nursing workforce (HWA, 2014c), and 
healthcare professionals globally (Kloster et al., 2007; Wareing et al., 2017). Although 
there is evidence supporting preferences as a factor that influence overall employment 
outcomes for ECNs (Boyd-Turner et al., 2016; Freeman et al., 2012; Freeman et al., 2015; 
Palese et al., 2009; Wilkinson et al., 2016), prior to this study there was limited literature 
available on the factors associated with the intention of ECNs to seek employment 
specifically in the out-of-hospital setting. Recruiting to this area is of particular importance 
because it represents areas of the workforce particularly impacted by the current shortage 
(HWA, 2014c). Therefore, the finding that a preference for the out-of-hospital setting has a 
tenfold increase in the likelihood of ECNs securing employment there is important as it 
should result in an increase in the nursing workforce.  
In this study, only 22% (n = 42) of ECNs had a preference for the out-of-hospital 
setting. One reason the out-of-hospital setting may be favoured less by ECNs may be the 
lack of supported roles. ECNs have reported that the out-of-hospital setting fails to provide 
the required educational support for transition to practice (Lea & Cruickshank, 2015b; 
Sedgwick & Pijl-Zieber, 2015), and in this study, a significant difference between formal 
structured support programs and employment setting was found. Almost every ECN 
working in the hospital setting had a formally structured support program, compared to 
only three-quarters of the ECNs working in the out-of-hospital setting. Formal structured 
support programs have been identified as successful recruitment tools (Bakon et al., 2018; 
Bowles et al., 2015; Gordon et al., 2014). There is also anecdotal evidence suggesting 
although such programs are not mandatory in Australia (AHPRA, 2018), without them 
ECNs will struggle to find initial employment as RNs (Juliff, 2017). Therefore the finding 
from this research that ECNs are right in their perception that the out-of-hospital setting 
does not offer the same transitional support as the hospital setting is very important. 
Traditionally, formal structured support programs have focused on the hospital setting 
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(Bloomfield, Gordon, Williams, & Aggar, 2015; Rush, Adamack, Gordon, et al., 2013), and 
therefore this finding is not unexpected. However, if the out-of-hospital setting is to use 
ECNs to build workforce supply, an important recruitment tool will be the implementation of 
formal structured support programs, which can happen at a local level but may be better 
supported and more effective through government workforce policy. 
The graduate e-cohort study was a longitudinal study tracking recruitment and 
retention of nurses spanning multiple countries (Turner et al., 2009). It showed that 
workforce policy creating dedicated graduate positions along with supported postgraduate 
education influences graduate employment outcomes for ECNs in New Zealand (NZ) 
(Gilmour et al., 2016). A similarly positive result was found from a policy initiative in 
Canada called the Nursing Graduate Guarantee (NGG), which aimed to provide 
temporary, full-time employment and support to ECNs (Baumann et al., 2015). The 
recommendation from the graduate e-cohort study, and supported by the current study, is 
that Australian health policymakers could learn from the success in NZ and Canada. 
Recently Australia has begun to implement workforce policy to address this identified 
issue, for example, the Transition to Practice program, which is a part of the Nurses in 
Primary Healthcare Program (NiPHC) (Australian Primary Health Care Nurses 
Association, 2018; Department of Health, 2018). This program includes the provision of 
training and mentoring for nurses, either ECNs or experienced nurses from other 
specialties, to transition to primary health care, with remuneration supplied to mentors and 
workplaces (Australian Primary Health Care Nurses Association, 2018). However, this is 
not a recruitment tool, and ECNs must already have secured employment prior to applying 
to the program. To secure a sustainable nursing workforce in the out-of-hospital setting, 
the Australian state and federal health departments may consider expanding the programs 
to include recruitment. Additionally, a similar approach could be adopted in other out-of-
hospital settings such as aged care, mental health, and rural and remote locations, 
especially where nurses work with Indigenous Australians.  
It is important to note that effective support programs in the out-of-hospital setting 
may not directly mirror those presented to be effective in the hospital setting. Indeed a 
recent qualitative Canadian study identified that ECNs transitioning to practice in the out-
of-hospital setting of long-term care facilities had accelerated transition to practice 
(Whitmore, Kaasalainen, Ploeg, & Baxter, 2019). Its findings refuted previously universally 
applied transition-to-practice literature because of contextual factors present in long-term 
care. This may be because the current theory related to ECN transition to practice has 
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been based on research conducted only in the hospital environment. Duchscher (2008, p. 
444) specifically refers to the “transition to professional acute care practice” when 
describing the Stages of Transition Theory and refers to ECNs “within the hospital 
healthcare environment” when discussing Transition Shock (Duchscher, 2009, p. 1111). 
Therefore, these theories may not reflect the experience of ECNs transitioning into the out-
of-hospital setting as it includes different hurdles for ECNs to navigate. For instance, ECNs 
have not historically worked in the out-of-hospital setting. Therefore other members of the 
healthcare team, and indeed patients, may not know how to work with them effectively. 
ECNs may also be less likely to have other transitioning ECNs or local mentors on site for 
socialisation, resulting in their experiences and requirements differing from hospital 
settings. The recommendation from this research is that future studies should focus on the 
experiences of ECNs commencing work in the out-of-hospital setting. This would ascertain 
the applicability of current transition theories in this population and help formulate which 
support mechanisms will supplement transitions for ECNs into this environment.  
In the current study, having a previous relationship with a hospital setting employer, 
either through clinical placement or employment, doubled the likelihood of ECNs working 
in the hospital setting. Multiple international studies have shown that ECNs anticipate they 
will secure graduate employment at their clinical placement location (US – Rebeschi & 
Aronson, 2009; Canada – Freeman et al., 2012; Norway – Kloster et al., 2007; UK – 
Wareing et al., 2017). Indeed a common theme of a positive association between 
undergraduate relationships and workforce recruitment is known (Bowles et al., 2015). 
Wider research suggests clinical placements provide opportunities for professional 
networking, which positively impacts on employment post-graduation (Jackson & 
Michelson, 2015; Purcell et al., 2013). However, prior to this study, no research had 
systematically investigated the link between relationships and securing employment. 
Therefore, the finding from this research is original. This relationship could only be tested 
in the hospital setting due to the limited number of ECNs with final clinical placements in 
out-of-hospital settings. A larger study of ECNs from more than two institutions may show 
a more complete picture of the impact of clinical placements on employment outcomes.  
Previous research showed that the health facility where clinical placement takes 
place impacts on future career choices and preferences for ECNs (Abbey et al., 2006; 
Freeman et al., 2012; Kloster et al., 2007; Rebeschi & Aronson, 2009; Tuckett & Oliffe, 
2016; Wareing et al., 2017). This finding was reflected in results for the hospital setting in 
this study. However, this was not the case for the out-of-hospital setting, with a preference 
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for that setting being the biggest predictor of employment there. It can be said that the 
factors that determine a ECN’s choice to work in a particular setting are diverse and 
complex (van Iersel et al., 2016). It may be that the focus should be on developing ECN 
preferences for the out-of-hospital setting. While this may be achieved by increasing 
clinical placements there, other avenues may also need to be explored.  
Indeed research shows that increasing clinical placements in out-of-hospital 
settings would improve students’ perceptions of these areas (Happell & Gaskin, 2013; 
Peters, McInnes, & Halcomb, 2015), but this may not translate into an increased 
employment preference (Bloomfield et al., 2015; Hickey & Harrison, 2013). It may be that 
ECNs’ clinical placements in the out-of-hospital setting are not developmental. That is, 
ECNs may not be able to picture themselves as RNs in the out-of-hospital setting because 
they did not feel challenged or use a wide variety of skills during the placement. Previous 
research has shown that ECNs are likely to apply for posts in the clinical specialty or 
facility they found to be most supportive and developmental (Scanlon, 2009; Wareing et 
al., 2017). Therefore, improving nursing students’ clinical experiences in out-of-hospital 
settings may result in a preference for this setting. This could be achieved by academic 
institutions accessing the out-of-hospital setting for clinical placement in more creative 
ways. For example, Neville, Yuginovich, and Boyer (2008) suggest exposing nursing 
students on clinical placements to nurses who provide support for both healthy and 
unhealthy persons in community healthcare settings to showcase the wide range of skills 
required to work in the area. However, in this study, only 23 respondents had their final 
clinical practice experience in the out-of-hospital setting, while almost double (𝑛 = 42) had 
a preference for the setting. This means a preference for the out-of-hospital setting may be 
developed in other ways. Initially, future research should identify how a preference for the 
out-of-hospital setting is developed. By identifying the factors that enable a development of 
a preference for the out-of-hospital setting, educational institutions could implement 
evidence-based approaches to help develop this preference in ECN populations.  
 
5.2.2 Impact of undergraduate employment and previous healthcare experience on 
employment setting. 
 
Most ECNs in this study had undergraduate employment, consistent with previous 
research (Phillips et al., 2012). Indeed for many tertiary students working while studying is 
essential due to financial pressure (ABS, 2014), irrespective of government financial 
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support being available (Centrelink, 2019). In this study having any undergraduate 
employment, in healthcare or elsewhere, was not predictive of employment as a whole, as 
is the case in wider employment research (Chartered Institute of Personnel and 
Development, 2017; van der Merwe, 2016) although it did increase the likelihood of 
working in the hospital setting by almost four times. Within nursing, it is known that 
employment of any kind during the undergraduate degree positively impacts an ECN’s 
transition to practice (Phillips et al., 2013; Phillips et al., 2012), but no study has shown its 
impact on employment outcomes. Undergraduate employment may predict employment in 
the hospital setting because this area has a wider applicant pool, resulting in competition 
for places, allowing the industry to set preferences.  
Employers from hospital settings, as shown by findings in national studies from 
Britain (Prowse, 2012) and Australia (van der Merwe, 2016), may believe applicants with 
an employment history have added attributes on top of their education, making them more 
attractive as employees. For example, ECNs with an employment history may be able to 
demonstrate the ability to work within a team and liaise with clients in a professional role 
as opposed to only a student role. Therefore the wider applicant pool allows them to apply 
a preference for those applicants with an employment history.  
In contrast to previous employment increasing an ECN’s ability to secure work in 
the hospital setting, previous healthcare experience8 increased the likelihood of working in 
the out-of-hospital setting by almost three times. As this setting represents the areas of 
workforce need and where it is historically harder to recruit (Hayes, Orchard, et al., 2006; 
Health Workforce Australia, 2014c), this finding is helpful for future workforce planning. In 
this study during the open-ended responses, ECNs explained that familiarity with the 
facility encouraged them to apply there. Therefore government incentives that target 
people already engaged in healthcare settings to upskill, and policy that encouraged 
undergraduate nurses to gain healthcare experience prior to graduation, may result in 
more ECNs gaining employment in the out-of-hospital setting post-graduation. The 
recommendations from this and previous research (Kovner et al., 2011) are that in addition 
to ensuring the recruitment and retention of CALD ECNs, policymakers, industry, and 
academia should also work together to develop incentives that encourage people already 
engaged in health care to complete further nursing degrees. One example may be to 
                                            
8 Previous healthcare experience related to healthcare experience in addition to their university clinical 
placements and differs from employment as it may pertain to historical paid employment in healthcare and/or 
volunteering roles. 
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utilise, where appropriate, current healthcare experience and/or employment as part of 
required clinical placement hours. The industry should continue to employ nursing 
students during their degree to undertake any experience, clinical or non-clinical, as it 
encourages ECNs to apply for employment at their facility, making it a useful recruitment 
tool.  
 
5.2.3 Impact of academic achievement and educational institutions on employment 
setting. 
 
In this study higher academic achievement measured using Grade Point Average 
(GPA) did not predict employment overall, although it did increase the likelihood of working 
in the hospital setting by almost three times. This finding may be due to the evolving role of 
nurses in the professional workforce, realised through increasing qualification 
requirements. Today high-quality tertiary education is required to prepare nurses to 
practise in an evolving healthcare setting (Gardner et al., 2007; Girardet, 2009; Masso & 
Thompson, 2016; WHO, 2007). Nursing education in Australia has evolved from a three-
year apprenticeship based in public hospitals to the tertiary education sector (Mason, 
2013a). Demand for nurses in Australia’s hospital settings is driven by an aging and 
increasing population, with increased acuity and patient turnover (AIHW, 2016a; Buchan & 
Calman, 2005; Campbell et al., 2014; Cho et al., 2011; HWA, 2014b; Oulton, 2006). 
Therefore higher academic achievement may be one factor that employers in these 
settings use to recruit ECNs, with the belief they are better equipped to meet these 
demands. A higher GPA did increase the probability of securing employment in the 
hospital setting in this study. However, as the demand for ECNs in this setting increases 
due to workforce exits exceeding new entrants, in the future this may change, making it an 
interesting area for future research (HWA, 2014a). A longitudinal analysis of recruitment 
strategies and outcomes, including multiple employers and the ECN perspective, would 
shed light on the complexities at play.  
The current study was never set up to compare the two academic institutions 
included, UQ and UTS. However, the finding that tertiary educational institution was not 
predictive of employment outcomes was interesting as literature on the wider graduate 
population (van der Merwe, 2016) and research conducted in the UK ECN population 
(Harris et al., 2013) suggested it would play a role. In the current study, the two tertiary 
education institutions used different approaches to delivering their nursing programs, 
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especially when reviewing the clinical placement requirements.9 This is of particular 
interest because although both institutions offered more than the minimum hours outlined 
by ANMAC,10 UTS required 160 hours less than UQ. Despite the mutual benefits to 
education providers, health services and students from clinical placements, they can be 
financially costly and resource-intensive (Queensland Government, 2017; Victorian State 
Government, 2017; Workforce Planning and Development, 2016). In conjunction with 
costs and resources, there is currently a shortage of nurses available (either in faculty or 
clinically) to facilitate clinical placements, due to an aging workforce and a lack of 
educationally prepared nurses to replace those retiring (McDermid, Peters, Jackson, & 
Daly, 2012). In the future, demand for clinical placements in health service organisations 
will grow due to the increased competition from other health professional courses (Bowles 
et al., 2015). This places more pressure on education providers to secure and facilitate, 
and health services to create, appropriate clinical placements for nursing students. Despite 
this, no thorough investigation into the costs and benefits, nor the ideal hours of clinical 
placements, have been completed (Bowles et al., 2015). This study found there was no 
difference in RFP scores based on the institution by Phase Two or Three, suggesting that 
even though UQ incorporated 160 hours more on clinical placement, both programs 
prepared their graduates adequately for professional practice. However, the differences in 
approaches to clinical placement make the findings from this study difficult to generalise. 
In light of the expected demand, future research should undertake a larger study 
implementing marginal cost analysis to compare student clinical placements with the 
strategic objectives of all stakeholders to ascertain the most effective and sustainable 
clinical placement requirements for nursing students in the Australian setting.  
 This study explored the impact of the reputation of tertiary education institutions on 
employment opportunities for graduates, reflecting a link found in research on the general 
graduate population (Chartered Institute of Personnel and Development, 2017; van der 
Merwe, 2016), and on ECNs (Harris et al., 2013). Tertiary education institution reputation 
did not impact on employment opportunities in this study. This is despite the two tertiary 
                                            
9 UQ integrates study with concurrent clinical placements as rostered shifts throughout the semester, with 
over 1000 hours completed over three years (School of Nursing Midwifery and Social Work, 2016). In 
comparison, clinical placements at UTS occur in blocks accumulating in 840 hours in total over the degree 
(UTS Student Centre, 2015). 
10 ANMAC (2012) requires academic institutions to incorporate a minimum of 800 hours workplace 
experience, providing exposure to a variety of healthcare settings. 
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education institutions being unevenly ranked, nationally and internationally. The University 
of Queensland (UQ) is ranked more highly overall than the younger University of 
Technology Sydney (UTS) (Center for World University Rankings, 2018). However, for 
nursing, in 2016 (when this cohort of ECNs completed their studies) UTS was more highly 
ranked (Quacquarelli Symonds Limited, n.d.). In Australia, nursing is a nationally regulated 
profession. Therefore, as ANMAC (2012) suggests, the perceived quality of the tertiary 
institution may not play a role in employment outcomes as all graduates are expected to 
meet a regulated standard. However, in the United Kingdom (UK) nursing is also a 
regulated profession (Nursing and Midwifery Council, 2018; The Crown, 2002) and Harris 
et al. (2013) found that the university from which a UK ECN graduated was influential in 
employment outcomes. Harris et al.’s (2013) study was conducted in eight universities 
within a large city in the UK. The institutions in the current study are located in different 
states, and therefore their graduates may not directly compete for the same employment 
positions, possibly explaining why institution did not play a role in employment outcomes 
for this study. A study that included multiple institutions with geographical locality, for 
example, the three providers of Bachelor of Nursing degrees in the Queensland capital of 
Brisbane (Griffith University, Queensland University of Technology, and The University of 
Queensland) may generate different findings and would enable a strong picture of the 
impact of the educational institution on employment outcomes. 
 
5.3 Factors that Impact on Intention to Remain  
 
 The third main study finding was that there are differences in factors that impacted 
on the intention to remain in a position and in the profession. The factors that impacted on 
intending to remain in the profession were having a higher WESE score and having stress 
from their personal life that was affecting ECNs’ work. However, the model was not able to 
distinguish between respondents who intended to remain in their current position and 
those who did not. A difference of 15.34 years between intention to remain in the 
workforce and intention to remain in a current position was also found, and although the 
majority of respondents were satisfied with nursing as a career, only half wanted to remain 
in their current position for the next five years. Analysis from the current study also showed 
no statistical difference in years intended to remain between employment settings. These 
findings are discussed below. 
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5.3.1 Intention to remain in a position. 
 
After 12 months, the actual rate of turnover from the profession in the cohort of the 
current study was less than half that from a similar employer identified in other 
international nursing research (Kovner & Djukic, 2009; Spetz, Rickles, Chapman, & Ong, 
2008). Previously no Australian study had compared ECN turnover rates from a position 
and the profession. Therefore the finding from this research is novel for the Australian 
ECN population and an important distinction that will support workforce planning in the 
future.  
A key finding from the current study is that while the majority of respondents were 
satisfied with nursing as a career and their workplace, half felt they had been in their 
position as long as they wanted to be, and only half wanted to remain in their current 
position for the next five years. A large difference between intention to remain in the 
workforce and the intention to remain in a current position was also found. This suggests 
that ECNs in this study are satisfied with their career choice and intend to remain in the 
profession, but also wanted to move positions early in their career, reflecting wider 
research (Brotherhood of St Laurence, 2017; Carroll & Poehl, 2007; Kidd et al., 2014; 
Lodewijks, 2011; Wilkins & Inga, 2018) showing that Australian ECNs desire job mobility. 
This desire may reflect the younger demographic of ECNs. In general younger workers are 
more likely to move in and out of education, change careers, upskill and move location, all 
of which impact on their employment (Fell, 2018). For nurses, it has historically been 
argued that job mobility is due to the female domination of the workforce, who historically 
have taken on more parenting and/or home duties (HWA, 2012b). However, in wider 
research, job mobility is seen as a crucial mechanism through which superior employment 
outcomes, such as work-life balance and remuneration, are realised (Kidd et al., 2014).  
In the past dissatisfaction with the workplace has dominated the discussion on 
position turnover. However, this study showed that the majority of respondents were 
satisfied with the workplace, but only half wanted to remain in their current position for the 
next five years. The most common reason given by the ECNs in this study for changing or 
intending to change employers was for a better employment offer. The open-ended 
responses gave an insight into what this “better” employment may look like. Respondents 
reported looking for career advancement with opportunities to increase skills and 
searching for stability through permanent contracts with increased pay and flexible hours. 
Therefore, it can be suggested that similar to wider research (Kidd et al., 2014) job mobility 
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in the ECN population is also for labour market gains such as work-life balance and 
remuneration. To retain ECNs in a position in the future, employers may need to invest in 
initiatives similar to those outlined by the House of Commons Health Committee in 
England (2016). These include increasing opportunities for high-quality continuing 
professional development, facilitating flexible career pathways, including the transfer 
between departments, organisations, and sectors, and flexible working contracts, to make 
staying in a position more attractive (House of Commons, 2016).  
 
5.3.2 Intention to remain in the profession. 
 
After 12 months, the turnover rate from the profession in this study was 3.1% (𝑛 = 6) 
while another 3.6% (𝑛 = 7) never began an RN job post-graduation. In the current study, 
more ECNs had never engaged in the profession post-graduation than those who left after 
working as an RN. This study only followed participants for 12 months, so it is unknown 
whether this loss is permanent or transient. Therefore longitudinally tracking nursing 
students through to employment should be a priority of future research. One higher 
education institution has developed a successful system to longitudinally track their 
medical graduates incorporating Australian Health Practitioner Regulation Agency 
(AHPRA) data (Torres, Hays, Barnwell, Sen Gupta, & McCloskey, 2015). However, using 
a single institution approach to achieve data for the nursing vacancy, retention and 
turnover rates will result in a lack of insight into regional variation, differences between 
fields of nursing, and national trends. The graduate e-cohort study attempted to gather 
data from ten universities across two Australian states in order to provide a descriptive 
demographic profile of undergraduate Australian nursing students and a prospective 
analysis of attrition, and to facilitate student recruitment into a prospective cohort study to 
examine graduate outcomes. Despite some publications from this data set (Gaynor et al., 
2008; Huntington et al., 2012; Tuckett, Eley, & Ng, 2015), some universities included could 
not provide demographics, and data collection ceased in 2017. The difficulties faced by the 
graduate e-cohort study suggests future research requires the combined efforts of 
educational institutions, government and industry.  
One way to achieve this type of data collection in Australia would be the 
amalgamation of student nurse registration numbers and subsequent registered health 
professional numbers currently regulated and collected by AHPRA. At present these 
identifiers are separate and this does not allow the longitudinal tracking of student health 
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professionals into the workplace. This means the loss from the profession after graduation 
and prior to commencing work is not captured. This research shows that initial 
employment outcomes are playing a role in ECN supply, but due to the limited follow-up it 
is unknown if this loss from the profession is permanent or transient. This issue is 
identified by the Australian government (Mason, 2013b) and international governments 
(House of Commons, 2016) as a current gap in the literature. Although currently there is 
only a small percentage of nursing students who never begin a job as an RN, the 
importance of retaining this workforce suggests that future research needs to have a 
national approach to ensure there is robust, timely and publicly available data at a 
national, regional and local level. 
 
5.3.2.1 Relationship between WESE and intention to remain.  
 
In this study higher WESE scores were predictive of intention to remain in the 
profession at both Phase Two and Phase Three. This finding is similar to that of previous 
research that showed that positive work environments retain ECNs (Kramer et al., 2012) 
and minimise transition shock (Kim & Yeo, 2019). Conversely, negative perceptions of the 
work environment are strong predictors of intent to leave a position (Cho et al., 2012; 
Kramer et al., 2012; Lee et al., 2019) and the profession (Guerrero et al., 2017; Ishihara et 
al., 2014; Unruh & Zhang, 2013). Many studies have shown this positive correlation using 
a variety of tools.11 What this study adds is the comparison of intent to leave the profession 
and a position simultaneously using longitudinal follow-up in a cohort of ECNs from more 
than one institution and employed in various settings. Employers should understand that 
positive work environments increase an ECN’s intention to remain in the profession, but 
this will not necessarily result in an increased intention to remain in their current position. 
Despite this, it is still important for workplaces to invest in creating positive work 
environments as they improve quality of care (Purdy, Spence Laschinger, Finegan, Kerr, & 
Olivera, 2010), and negative perceptions will still encourage ECNs to leave (Cho et al., 
2012; Guerrero et al., 2017; Ishihara et al., 2014; Unruh & Zhang, 2013; Unruh & Zhang, 
2014). However, with the knowledge that job mobility is common for ECNs, future research 
                                            
11 For example, Lee et al. (2019) used the Practice Environment Scale of the Nursing Work Index (PES‐NWI) 
developed by Lake (2002) while Cheng et al. (2015) used the Job/Work Environment Nursing Satisfaction 
Survey (WENSS) developed by Halfer and Graf (2006). 
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should focus on ensuring ECN retention in the profession, which should include multiple 
sites and longitudinal follow-up. 
In the current study, the majority of respondents agreed that their work environment 
was providing encouragement and support with no change over Phase Two to Phase 
Three. This is in contrast to previous cross-sectional surveys that showed the length of 
time in position impacts on ratings of work environment elements (Tomietto et al., 2015; 
Weng et al., 2010; Yu & Kang, 2016). The longitudinal nature of this study has allowed a 
robust analysis of the impact of time in the workplace on perceptions of environment and 
suggests that when using paired data, there is no statistical difference over time. Since 
nursing education was moved into the university setting, there has been a focus on 
improving the transition experience for ECNs through improving support mechanisms and 
creating positive work environments. Multiple literature reviews have been published on 
the topic (Bakon et al., 2018; Hickerson, Taylor, & Terhaar, 2016; Irwin, Bliss, & Poole, 
2018; Ke et al., 2017; van Rooyen, Jordan, Ten Ham-Baloyi, & Caka, 2018; Walker, 
Costa, Foster, & de Bruin, 2017; Zhang, Qian, Wu, When, & Zhang, 2016). It can be said 
that due to substantive research some advancements have been made on developing 
positive work environments for ECNs, possibly resulting in contemporary ECNs finding 
their workplaces to be supportive and encouraging. However, it should be noted that most 
of this literature is focused on the hospital setting. It has taken decades of research in the 
hospital setting to develop transition support mechanisms that facilitate retention in the 
position and the profession. Given the differences in work, support and ECN profiles, these 
advancements should not be replicated verbatim in out-of-hospital settings without robust 
analysis of their effectiveness. The recommendation from this study is that future ECN 
transition research should focus on this setting. 
 
5.3.2.1.1 Relationship between job satisfaction and WESE. 
 
Higher job satisfaction was the only variable that was found to be predictive of 
WESE scores, with higher job satisfaction resulting in higher WESE scores. This positive 
correlation is mirrored in other studies (De Simone & Planta, 2017). In this study, the 
majority of respondents were between “neither satisfied or dissatisfied” and “moderately 
satisfied” with their jobs and while they remained neutral to positive overall, they had 
statistically significant reductions in satisfaction over time.  
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The reduction in job satisfaction may be explained by a combination of transitional 
theory and generational research. ECNs in this study, similar to other research (Cheng et 
al., 2015; Pineau Stam et al., 2015; Unruh & Zhang, 2014), had significant reductions in 
satisfaction with clinical aspects of their jobs, for example, patient-to-nurse ratios. At the 
time of the second survey, those ECNs who had secured and commenced work were 
approximately three to four months into practice, but despite this added clinical experience 
they also reported a drop in RFP scores. These findings may be explained by the first 
stage of Stages of Transition Theory (Duchscher, 2008), “doing”, and Transition Shock 
(Duchscher, 2009) (embedded in the “doing” stage). This period often includes situations 
beyond the ECN’s capacity to manage, making them feel unprepared for their functional 
workload and eliciting feelings of inadequacy, a concept supported by a more recent 
Australian study (Murray et al., 2018). This suggests that the well-documented theory-
practice gap remains evident in Australia. The theory-practice gap is described as the 
inability of ECNs to relate and implement ideological knowledge gained in education to the 
realities of healthcare practice (Clark & Holmes, 2007), and has been documented since 
the 1970s (Kramer, 1974). Recent literature reviews suggest there still remains a need for 
theory-practice gap research, with the focus on the effectiveness of support mechanisms 
to provide regulatory bodies with evidence to regulate and enforce their use (Hickerson et 
al., 2016; Monaghan, 2015).  
The ECNs in this study had significant reductions in satisfaction with support 
mechanisms. ECNs commonly requested altered responsibilities, mentors, and social 
activities to aid their transition to practice. This may be because generational research 
shows millennials request frequent positive feedback from leaders, deliberate mentoring, 
and close relationships with those in management (Lampe, Stratton, & Welsh, 2011; Price, 
McGillis Hall, Murphy, & Pierce, 2018; Sherman, 2008). However, the industry was more 
likely to provide supernumerary time, study days, and orientation. This suggests that 
despite extensive research into support mechanisms to ease the transition of ECNs into 
practice (Bontrager et al., 2016), there remains a disconnect between what industry offers 
as support items and what ECNs request. Nurse theorists, such as Benner (1982), 
Duchscher (2008) and Kramer (1974), have shaped nursing education, providing nurse 
educators and industry the framework to shape skill acquisition and transition for ECNs. 
However, few organisations incorporate transition theory into the content, structure or 
process of their support elements for ECNs (Duchscher, 2009). Since the development of 
Duchscher’s transition theories, some studies were found to be incorporating theory into 
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developing experienced nurses to support ECN transition (Clipper & Cherry, 2015; Hoare, 
2016). However, no evidence of transition theory being used to develop formal structured 
support programs was found. Similarly, optimum support length and structure remain 
unclear due to variable and low-quality evidence (Missen et al., 2014; Rush, Adamack, 
Gordon, et al., 2013). Therefore, this research and current literature (Bakon et al., 2018; 
van Rooyen et al., 2018) suggest that the development of national guidelines based on 
transitional theories for transition support of ECNs would ensure consistency.  
The ECNs in this study reported statistically significant reductions in satisfaction with 
pragmatic employment conditions, for example, hours worked. Another reason modern 
ECNs report statistically significant reductions in job satisfaction may be generational. The 
majority of ECNs in this cohort are millennials, born between 1980 and 1999 (Twenge & 
Campbell, 2012). Millennials are more satisfied when their workplaces are flexible (Lieber, 
2010), which correlates with the ECNs in this study being dissatisfied with pragmatic 
employment conditions. This can be problematic if those planning their rosters are from a 
different generational cohort. For example, generation X (1961–1980) are known for being 
fiercely independent and self-directed, while baby boomers (1943–1960) are proud of their 
commitment to hard work and long hours (Sherman, 2008). Therefore, they may not 
understand millennials’ desire for flexibility. The paired data in this study has allowed a 
robust finding about job satisfaction reducing overtime. This may be explained by 
generational differences; however, research has found that length of time in the workforce 
(Lavoie-Tremblay et al., 2011) and individual ECN characteristics (Flinkman & Salanterä, 
2015) can mitigate generational differences. Millennials will be the biggest generational 
cohort in the nursing workforce as the baby boomers retire (Sherman, 2008). Therefore 
this research suggests that nursing (Duchscher, 2008, 2009) and generational (Lieber, 
2010; Twenge & Campbell, 2012) theories should be consulted while longitudinally 
tracking ECNs’ satisfaction with job elements and their RFP periodically throughout their 
employment. However, there is also an argument for educating ECNs during their training 
to have expectations of the work environment that are conducive to their needs, but also to 
those of the industry. The theories show why ECNs may feel a certain way or have a 
certain requirement that industry needs to focus on, or ECNs themselves need to adjust, 
and this explanation can help build interventions that have an evidence base, resulting in 
effective outcomes. 
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5.3.2.2 Relationship between stress and intention to remain. 
 
In this study having stress in an ECN’s personal life was predictive of intention to 
remain in the profession. This is a point of interest as there may be a perception that the 
reverse would be true. In the current study, those with stress were three times more likely 
to remain in the profession than those without. This is in contrast to stress caused by the 
workplace, which has been a predictor of intent to leave a position (Wu, Fox, Stokes, & 
Adam, 2012; Yeh & Yu, 2009). This finding is interesting and may be explained by the 
identified causes of this stress: personal relationships, finances, and job performance. In 
Australia, people who are married have lower separation rates from employment (Carroll & 
Poehl, 2007). It may be for those ECNs with a family, these personal relationships may 
cause stress, but also increase intention to remain in the profession to ensure stability for 
dependents. Indeed the ECNs in this study also identified finances as a cause of stress. In 
Australia, women are less likely to respond to financial constraints by changing jobs 
compared to men (Lodewijks, 2011). Therefore the female domination of the nursing 
profession may be reflected in this finding. Since the global financial crisis, the importance 
of existing employment in increasing the probability of being employed in the following 
year has almost tripled (van der Merwe, 2016), perhaps reflecting concerns over job 
security for all Australians. Therefore for those ECNs who feel financial pressure resulting 
in stress, the financial security of their current employment may increase intention to 
remain in the profession. However, to postulate this would require focused research. 
Although job performance was a cause of stress in Phase Two, this drops by Phase 
Three. Stages of Transition Theory (Duchscher, 2008) may explain this. In the first stage, 
“doing”, ECNs’ realisation that they are unprepared for the responsibility and functional 
workload of their new roles is rapid (Duchscher, 2008). However, later in the second stage, 
i.e. “being”, ECNs are found to require less energy to debrief about work, feeling more 
comfortable with what they do not know to coexist with the growing confidence in what 
they do know (Duchscher, 2008). In Phase Two the ECNs in this study were still focused 
on the “doing” stage, while by Phase Three they were moving through the “being” stage. 
The “being” stage is a time when ECNs can afford more time to adjust to and accept the 
changes to their personal and work life schedules (Duchscher, 2008), reflecting their focus 
on personal relationships.  
The findings from this study suggest external factors, such as personal relationships 
and finances, are the biggest influencers on ECN stress that impact on their work. 
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Historically, it was thought that retention of ECNs could be improved by providing good 
working conditions such as removing obstacles to caregiving, allowing autonomy, and 
reducing workloads and other job pressures (Li et al., 2014; Spence Laschinger, 2012; 
Unruh & Zhang, 2013; Unruh & Zhang, 2014). But generational changes may augment the 
focus of stress-related research. Millennials foster strong social connections with friends 
and family (Hart, 2006; Lavoie-Tremblay et al., 2008). Recognition of the need for ECNs to 
develop work-life balance quickly during their transition to practice, and facilitation of this 
by employers, may alleviate some causes of stress for ECNs that impact on their work. 
Future research needs to compare work-related stress and personal stress to maintain the 
distinction between work elements that require change and personal circumstances of 




This research has some limitations. The sample was 𝑛 = 194 and taken from two 
institutions in two states. Although the sample size was adequate to test the primary 
outcomes of the research questions, it was not sufficient to test some secondary 
outcomes. When comparing the two institutions, it can be seen that the two groups are 
different in some demographic variables (see Appendix I, page 194). Both institutions are 
also metropolitan in location. Thus caution should be taken in generalising the findings to 
the ECN in non-metropolitan locations and impacts on the types of analysis undertaken.  
Significant effort was used to secure the original sample, including using multiple 
communication methods, consisting of face-to-face small group talks, flyers, and email 
communication. Loss to follow-up was 33.8% in this study. Significant effort was employed 
by the researcher to retain the cohort when only 50.3% (𝑛 = 293) of the target population 
responded in Phase One. Total design method incorporating social exchange through the 
use of incentives was employed, which resulted in minimal loss to follow-up. Analysis 
suggested loss to follow-up was random. However, there is no way to know if those lost to 
follow-up had the same experiences as those included in the study. 
This research asked for ECNs to self-report. Although self-report measures are 
widely used, they may not be accurate due to context, limits in memory, and social 
desirability bias (Lavrakas, 2008). For example, ECNs in this study self-reported their GPA 
prior to the completion of their degree. Although in the survey respondents were provided 
the web link to officially check their current GPA via their academic institution, there is the 
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possibility their report of this score is not accurate. However, this research used a variety 
of strategies to mitigate these effects, such as assuring participants of their anonymity and 
their right to refuse to answer questions. 
In order to answer the research questions, two elements of practice specialty and 
geographical location have been collapsed into one variable, “employment setting”, with 
two categories: hospital setting and out-of-hospital setting to represent the current needs 
of the Australian context. However, the areas included in the out-of-hospital setting group 
may have their own unique requirements and outcomes for ECNs. Their use as a single 
setting may mask their uniqueness. This could also be said for different hospital settings 
such as private or public. If future research wishes to address these specific questions, it 
should ensure a large enough sample to include each setting separately. 
The question pertaining to intent to remain in position was only included in the final 
survey thus prohibiting the ability to measure a change in intent to remain in the position 
over time. Similarly, there are many scales used to gauge ECN experiences as they 
transition into practice. To maximise survey responses, some variables that may be 
important were not included in this research. For example, this study excluded some 
scales to measure variables such as organisational commitment, which may result in an 




In this chapter, the main findings from this study were discussed. The first major 
finding was that ESL status was the only factor to impact on securing employment as an 
RN. It raises the question of whether employment is affected by discrimination and/or 
issues with English language proficiency. Future research may need to explore if there is 
discrimination in the workplace. This research should review differences in employment 
outcomes and experiences among ECNs of various racial, ethnic, cultural and religious 
backgrounds, especially focusing on those ECNs with ESL. This research would assist in 
the planning of the desired culturally competent nursing workforce of the future. The 
second major finding was that different factors impact on securing employment in the 
hospital versus out-of-hospital setting, although ECNs in both settings are comparatively 
satisfied and will intend to remain as long. These findings are significant as they help to 
dispel the current negative perception held by ECNs of the out-of-hospital setting as an 
initial employment area post-graduation. This evidence can be used to market the out-of-
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hospital setting for initial positions post-graduation to help build the profile of the out-of-
hospital setting nurse. Future research should ascertain how ECNs develop their 
preference for specialty areas. By identifying these factors, educational institutions could 
develop evidence-based approaches to fostering this preference in ECN populations. The 
lack of transition theory research focused on domestically trained ESL ECNs and those 
transitioning into the out-of-hospital setting limits the evidence base for supporting their 
transition to practice. Future ECN transitional research should focus on these populations 
and settings. The final major finding discussed was that there are differences, in length 
and factors, when comparing ECNs’ intention to remain in their position and the 
profession. ECNs in this study were satisfied with their career choice and intended to 
remain in the profession, but also intended to move positions early in their career. This 
study suggests turnover from a position may be a consequence of the desire for career 
progression for ECNs within the profession. This is a significant finding that should be 
explored in larger ECN populations. The factors that allow career progression for ECNs 
should be explored for the facilitation of individual career growth but also to ensure 
retention in the profession. 
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Chapter 6 Conclusion 
 
In Australia, it is apparent that demand for nurses will soon exceed supply, especially 
in priority out-of-hospital settings such as primary health care, mental health care, and 
rural and remote areas. Increasing the supply of nurses is an important strategy aimed at 
combatting this issue. Although there are many strategies suggested to build the nursing 
workforce, this research focused on the recruitment and retention of the domestic graduate 
workforce. Despite an increase in graduate numbers, anticipated higher employment rates 
and increased retention of Early Career Nurses (ECN) remain elusive. Consequently, the 
study aimed to identify the factors that impact on employment outcomes for ECNs and 
their employment settings, and to provide clarity on the factors that impact on their 
intention to remain both in a position and in the profession using longitudinal data.  
It is clear that success in gaining employment is affected by having English as a 
second language (ESL). This may be because the English language requirements 
enforced by the regulatory board (Nursing and Midwifery Board of Australia, [NMBA]) prior 
to registration as a nurse may not be aligned with industry requirements. This may lead to 
a bias against ECNs with ESL gaining employment as RNs in Australia. This suggests it 
may be timely for a review of English language expectations of industry during recruitment. 
This review should identify if and how industry assesses English language skills during 
recruitment of ECNs, measuring if industry’s expectation is aligned with the level that is 
enforced by the NMBA. This may assist academia in providing the knowledge to prepare 
their nursing students for success in employment. Subsequently, it would provide the 
evidence needed for the regulatory board to set a standard for English language skills that 
is reflective of the industry expectation, possibly removing ESL as a barrier for 
employment for ECNs.  
This research also found differences for those ECNs with ESL who secured work 
compared to those who had English as a first language. ESL ECNs working as Registered 
Nurses (RNs) reported lower Readiness for Practice (RFP), job satisfaction, Work 
Environment, Support and Encouragement (WESE) scores, and support mechanisms. 
This implies that the transition experiences of ECNs with ESL are different from those who 
have English as a first language. There is currently no theoretical research focused on 
ECNs with ESL limiting the evidence base for supporting their transition to practice to 
ensure retention. It is recommended that a targeted investigation is undertaken into the 
transition experiences of ECNs with ESL. This would enable the development of a 
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theoretical basis for appropriate support mechanisms to be developed. However, a bias in 
the workplace against those ECNs with ESL could also be suggested. An investigation to 
explore if biases exist in the workplace for this group is warranted. This future research 
may provide evidence to support active recruitment strategies, which have been 
suggested by the Department of Health of Australia to ensure the development of a 
culturally competent nursing workforce.  
One of the biggest issues in quantifying the nursing shortage, and in measuring the 
impact of strategies implemented to address this shortage, is a lack of current, quality, and 
accessible data. Therefore, this study recommends that there should also be an 
amalgamation of student nurse registration numbers and subsequent registered health 
professional numbers, both currently collected by the regulation body. Although the 
employment rate in this research was good, the wider evidence suggests a saturation of 
graduates in some areas causing an oversupply combined with an undersupply in other 
areas. To identify these nuances, future research needs to have a national approach to 
ensure there is a robust, timely and publicly available dataset at a national, regional and 
local level. Additionally, the Australian government Department of Health should direct the 
Australian Health Practitioner Regulation Agency (AHPRA) to collect data on languages 
spoken by nurses as part of the National Health Workforce Dataset (NHWDS). This would 
develop an accurate picture of nursing workforce demographics and changes over time. 
This will allow the detailed review of strategies aimed at encouraging the recruitment and 
retention of ECNs, especially those who have ESL and those employed in priority out-of-
hospital settings, to ascertain their effectiveness.  
This study identified a number of factors that impacted ECN employment settings. 
ECNs with healthcare experience and a preference for the out-of-hospital setting were 
more likely to work there. This finding is important as there is limited literature on the 
factors associated with the intention to seek employment in the out-of-hospital setting. 
Improving recruitment to these areas requires the Australian government to invest in 
workforce policy that creates dedicated supported positions for ECNs in these priority 
areas, a strategy proven in other countries to encourage ECNs to work in these settings. 
However, the transition experience of ECNs in the out-of-hospital setting differs from their 
peers transitioning into the hospital setting, particularly in that less transition support is 
available for ECNs employed in the out-of-hospital setting compared to their hospital-
employed peers. Therefore to ensure these dedicated supported positions also improve 
retention, ECN transition research focused on the out-of-hospital setting is recommended. 
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This research would develop appropriate theories to formulate evidence-based support 
mechanisms to enable ECNs to transition into professional practice in this environment.  
This research identified the factors that impact on ECNs’ intention to remain in the 
profession longer than 10 years. There is evidence that job mobility in the ECN population 
is desired and undertaken for perceived labour market gains. Stress and WESE scores 
predicted whether respondents would intend to remain in the profession longer than 10 
years. However, this research was not able to distinguish between respondents who 
intended to remain in their current position longer than 7.5 years and those who did not. 
The final recommendation is that industry, academia and government focus on facilitating 
career progression of ECNs through supporting them past their initial 12 months of 
employment. This can be done through flexible working contracts, increasing opportunities 
for high-quality continuing professional development, and flexible career pathways that 
facilitate the transfer between departments, organisations, and sectors. 
Despite acknowledged workforce shortages, some ECNs, especially those with 
English as a second language, were concerned that they will not secure adequate 
employment post-graduation, and this was the reality for some. The aim should not just be 
to ensure employment post-graduation, but the development of an ECN workforce that can 
be confident about their initial recruitment and subsequent career progression. All 
stakeholders need to support ECNs to develop skills that match the health needs of the 
populations they work with, but this support requires rigorous longitudinal tracking to 
ensure effectiveness. To meet the future needs of the Australian context, ECN recruitment 
and retention research should focus on the out-of-hospital setting, and those ECNs with 
culturally and linguistically diverse backgrounds, to ensure a suitable workforce is 
developed and retained in the profession.  
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Appendix A Example of contact methods 
 
Example of Blackboard announcement. 
 
This week most of you would have met Amanda Cottle (RN/PhD student) who visited your 
labs to invite you to be a part of her PhD research 
(https://uqnm.az1.qualtrics.com/SE/?SID=SV_b8XfAd2bFJ9abNb approx. 10 minutes to 
complete). The survey closes on the 6th of November so please do it now while you're 
thinking of it. 
As she explained, the study aims to explore the employment opportunities available to you 
as a new graduate nurse within the nursing profession, what factors influence the 
likelihood of you gaining graduate employment opportunities, including your personal 
choices and finally your experiences during your first-year post-graduation.  
The information received from you will identify what graduate attributes lead to 
employment, which may impact on educational planning. Your experiences will also 
provide information about employment opportunities and then inform the future transition 
of new graduates into the workforce.  
Being a part of research contributes to your Curriculum Vitae by showing evidence of 
service to others. If you are working as a registered nurse during phase 2 and 3 of the 
study, it will also contribute to your mandatory Continuing Professional Development 
(CPD) requirements. A certificate for evidence of your participation in this study will be 
disseminated to you via your email address at the conclusion of the study for you to use as 
required in your own personal circumstance. 
If you haven’t completed the survey already and would like more information, please read 
the attached flyer or if you have any questions contact the researcher Amanda Cottle at 
a.cottle@uq.edu.au, if you are already sold and want to take part in the study, please 
follow this link to the quick online survey 
https://uqnm.az1.qualtrics.com/SE/?SID=SV_b8XfAd2bFJ9abNb 
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Example of opportunistic distribution technique. 
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Director, Health Simulation, Faculty of Health University of Technology 
Sydney 
Associate Member, Australian Research Centre in Complementary and 
Integrative Medicine (ARCCIM) 
Core Member, CHSP – Health Services and Practice 
Dr Debra 
Palesy 




Lecturer, Faculty of Health University of Technology Sydney 
Core Member, CHSP – Health Services and Practice  
Dr Marion 
Tower 
Director, Undergraduate Nursing, Midwifery & pre-registration programs 
Senior Lecturer, School of Nursing, Midwifery and Social Work, Faculty of 




Adjunct Professor – Massey University 
Honorary Professor – The University of Queensland 
Dr Rob 
Eley 
Faculty of Medicine, The University of Queensland 
Academic Research Manager, Princess Alexandra Hospital Emergency 
Department  
Director Research Training/Postgraduate Coordinator PAH-Southside 
CU, Greenslopes CU, Mater CU, CHQ CU, CHSR and CHRC 
Bernadette 
Watson 
Lecturer, School of Nursing, Midwifery and Social Work, Faculty of Health 
and Behavioral Sciences, University of Queensland 
Dr Mary 
Boyde 
Nurse Researcher (Cardiology)/Nurse Educator, Princess Alexandra 
Hospital 
Adjunct Senior Lecturer, School of Nursing, Midwifery and Social Work, 
Faculty of Health and Behavioral Sciences, University of Queensland 
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Appendix C Phase One ECNEES tool 1 
 
Are you studying a dual degree (Bachelor of Nursing/Bachelor of Midwifery) and aiming to 
graduate at the end of semester two 2016? 
o Yes (1)  
o No (2) 
 
Are you a Bachelor of Nursing student aiming to graduate at the end of semester two 
2016? 
o Yes (1)  
o No (2) 
 
At which University are you enrolled as a student? 
o University of Queensland (UQ) (1) 
o University of Technology (UTS) (2) 
o Other (3) 
 
What is your current GPA (University Grade Point Average)? 
 
For a UQ student at the end of each semester your results in each course, your 
semester's Grade Point Average (GPA) and the total number of units accumulated 
towards your program are available through mySI-net, click on the myPage tab and 
ask for a "studies report". Down the bottom of this report there is a cumulative GPA 
(CUM-GPA). For more information on how to locate your GPA can be found 
here http://www.uq.edu.au/myadvisor/publication-of-results  
For UTS students your grade point average (GPA) is recorded as part of your 
academic record information on the UTS student system available through your My 
Student Admin. Go to the Student Portal, click on the results tab and ask for an 
"unofficial transcript" which will include a cumulative GPA. For more information on 
how to locate your GPA can be found here http://www.uts.edu.au/current-
students/managing-your-course/classes-and-assessment/results/grading-schema-
coursework 
My current GPA is (1) 
 
 
As this is a longitudinal cohort study it is imperative to follow participants over time. The 
following 4 questions will ask for your identifying information. They will be recorded 
separately to your responses and only kept so that you can be contacted to complete 
surveys 2 and 3 in this study and to disseminate your certificate upon completion of the 
third and final survey.  
Please ensure you provide up to date contact information.  
Once survey 3 has been completed and your certificate has been sent to you, your contact 
information will be destroyed.  
What is your full name? 
What is your email address? 
What is an alternative email address to contact you on? 
What is your Australian mobile number?  
 
Which answer best describes you right now? 
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o I am part-time student (1) 
o I am a full-time student (2) 
 
When did you commence your Bachelor of Nursing degree (yyyy)? 
 
What is your year of birth (yyyy)? 
 
Which do you identify as? 
o Male (1) 
o Female (2) 
o Other (3) 
 
Do you identify as Aboriginal or Torres Strait Islander? 
o Yes (1)  
o No (2) 
 
Are you a? 
o Domestic student (1) 
o International student (2) 
 
What is your country of birth?  
 
Do you identify as having English as your second language? 
o Yes (1), if yes what is your first language 
o No (2) 
 
Do you already hold a tertiary qualification? 
o Yes (1)  
o No (2) 
 
What is the highest level of your other qualification? 
o Certificate I, II, III, IV (1) 
o Diploma (2) 
o Bachelor (3) 
o Graduate Certificate (4) 
o Graduate Diploma (5) 
o Masters (6) 
o Doctorate (7) 
o Other, please describe (8) 
 
In addition to your university clinical placements, what previous health-care work 
experience have you had, if any? 
o None (1) 
o Assistant in Nursing (AIN) 
o Enrolled Nurse (EN) 
o Endorsed Enrolled Nurse (EEN) 
o Nursing in a different country, please specify country and role (5) 
o Paramedic (6) 
o Midwife (7) 
o Other, please specify (8) 
Are you currently employed? 
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o Yes (1)  
o No (2) 
 
Are you employed in a health-care related field?  
o Yes (1)  
o No (2) 
 
Have you had any clinical placements at your current place of employment during your 
degree? 
o Yes (1)  
o No (2) 
 
On average how many hours a week did you work while you were enrolled in your 
Bachelor of Nursing degree? 
Hours worked per week (1) 
 
 
Please share the major reasons why you chose nursing as a career 
 
In what clinical area was most of your clinical placement during your final semester of 
University? 
o Adult acute medical /surgical (1) 
o Adult emergency (2) 
o Adult intensive care (3) 
o Aged care (4) 
o Mental health (5) 
o Neonatal intensive care (6) 
o Obstetrics/women’s health (7) 
o Operating theatre/peri-operative setting (8) 
o Peadiatric acute medical /surgical (9) 
o Peadiatric emergency (10) 
o Peadiatric intensive care (11) 
o Primary health setting/community health setting (12) 
o Rehabilitation (13) 
o Other, please specify (14) 
 
What geographical area would you say your last clinical placement was in?  
o Rural (1) 
o Remote (2) 
o Metropolitan (3) 
 
The “preceptor” is described as a nurse who teaches, supports, counsels, coaches, 
evaluates, serves as role model and aids in the socialization to a new role. The preceptor 
guides the student in a consistent one to one relationship into the real world of specialty 
practice, allowing the student to try new skills while gaining confidence and validation. In 
this study, the preceptor is someone you were buddied with on placement, not someone 
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who was allocated by the university to oversee your placement, such as a "clinical 
facilitator" or "clinical supervisor". 
How many preceptors did you have during your final clinical placement experience? 
 
o I was allocated one preceptor for my entire placement 
o I worked with several allocated preceptors during my final placement 
o I was allocated to a preceptor on a daily basis 
o I was not formally allocated a preceptor on my final clinical placement  
 
What is your current level of confidence in managing a patient care load on a morning or 
afternoon shift in a healthcare facility; 
 1 (1) 2 (2) 3 (3) 4 (4) 5 (5) 
Caring for 2 
patients (1)  o  o  o  o  o  
Caring for 3 
patients (2)  o  o  o  o  o  
Caring for 4 
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I feel confident communicating with 
Doctors (1)  o  o  o  o  
I feel comfortable communicating with 
patients from diverse populations. (2)  o  o  o  o  
I am comfortable delegating tasks to the 
Assistant in Nursing (AIN). (3)  o  o  o  o  
I have difficulty documenting care in the 
medical record. (4)  o  o  o  o  
I have difficulty prioritizing patient care 
needs. (5)  o  o  o  o  
My clinical facilitator/lecturer/supervisor 
provided feedback about my readiness to 
assume an RN role. (6)  o  o  o  o  
I am confident in my ability to problem 
solve. (7)  o  o  o  o  
I feel overwhelmed by ethical issues in 
my patient care responsibilities. (8)  o  o  o  o  
I have difficulty recognising a significant 
change in my patients' condition. (9)  o  o  o  o  
I have had opportunities to practise skills 
and procedures more than once. (10)  o  o  o  o  
I am comfortable asking for help. (11)  o  o  o  o  
I use current evidence to make clinical 
decisions. (12)  o  o  o  o  
I am comfortable communicating and 
coordinating care with interdisciplinary 
team members. (13)  
o  o  o  o  
Simulations have helped me feel 
prepared for clinical practice. (14)  o  o  o  o  
Writing reflective journals/logs provided 
insights into my own clinical decision-
making skills. (15)  
o  o  o  o  
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I feel comfortable knowing what to do for 
a dying patient. (16)  o  o  o  o  
I am comfortable taking actions to solve 
problems. (17)  o  o  o  o  
I feel confident identifying actual or 
potential safety risks to my patients. (18)  o  o  o  o  
I am satisfied with choosing Nursing as a 
career. (19)  o  o  o  o  
I feel ready for the professional Nursing 
role. (20)  o  o  o  o  
 
Is there anything that could have been done to help you feel more prepared to enter the 
nursing profession as a new graduate nurse (either on your placements, by your 
university, or yourself)? 
 
Thank you so much for your time and responses. No matter what path you take after 
graduation you will be contacted in approximately 6 months and warmly asked to complete 
the second stage of this project. The final stage will be in approximately 12 months’ time. 
The longitudinal nature of this study depends on your ongoing support, if your contact 
details change during this time please notify the Chief Investigator Ms. Amanda 
Cottle                           
School of Nursing, Midwifery & Social Work,   
University of Queensland, Chamberlain Building, Building 35, 
St Lucia campus, University of Queensland, QLD 4072   
Phone +61 7 3365 2068  Email  a.cottle@uq.edu.au  
If you're interested in following the research process, including article publications that 
include your data please like this facebook page https://www.facebook.com/PhDnurselife/     
You have now completed the first survey. To submit and finalise your responses just click 
next, then close the browser.  
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Appendix D Phase Two ECNEES tool 2 
 
What is your residential postcode? 
To locate your postcode please search here 
 
Regardless of whether you are currently working, what is your current level of confidence 
in managing a patient care load on a morning or afternoon shift in a healthcare facility: 
 1 (1) 2 (2) 3 (3) 4 (4) 5 (5) 
Caring for 2 
patients (1)  o  o  o  o  o  
Caring for 3 
patients (2)  o  o  o  o  o  
Caring for 4 
patients (3)  o  o  o  o  o  
 
If you could choose any area of practice as a recently Registered Nurse, in what practice 
area would it be? 
o Adult acute medical /surgical (1) 
o Adult emergency (2) 
o Adult intensive care (3) 
o Aged care (4) 
o Mental health (5) 
o Neonatal intensive care (6) 
o Obstetrics/women’s health (7) 
o Operating theatre/peri-operative setting (8) 
o Peadiatric acute medical /surgical (9) 
o Peadiatric emergency (10) 
o Peadiatric intensive care (11) 
o Primary health setting/community health setting (12) 
o Rehabilitation (13) 
o Oncology (14) 
o Palliative care (15) 
o Other, please specify (16) 
 
If you could choose any geographical job location as a recently graduated Registered 
Nurse, where would it be? More information on the classification of remote, rural and 
metropolitan areas is available here  
o Rural (1) 
o Remote (2) 
o Metropolitan (3) 
 
Did you apply for any Registered Nurse roles in either your practice area of choice or 
geographical location of choice or both? 
o Practice area only (1) 
o Geographical area only (2) 
o Practice area and geographical location (3) 
o Neither practice area and geographical location (4) 
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Explain briefly your decision to not apply for a position in your preferred practice area or 
geographical location. 
 
Were you successful in securing the Registered Nurse role in your practice area of choice 
and/or geographical location of choice? 
o Yes (1) 
o No (2) 
 
Explain briefly what encouraged you to apply for your preferred Registered Nurse role in 
your practice area of choice and/or geographical location of choice.  
 
How many employment applications did you submit for Registered Nurse roles in Australia 
while you were completing your degree? For instance during your final semester in 
preparation for gaining registration 
Number of Applications (if more than 10 
pick 10) (1)  
 
Subsequent to completing your degree, how many employment applications have you 
submitted for Registered Nurse roles in Australia? For instance since completing degree 
requirements how many applications have you submitted for Registered Nurse roles in 
Australia. 
Number of Applications (if more than 
10 pick 10) (1)  
 
How many offers of employment as a Registered Nurse in Australia have you 
received either through formal application processes or alternative means? Examples of 
alternative means might include networking, volunteering, clinical placements, word of 
mouth, family or friends referral 
Number of Offers (if more than 10 pick 10) 
(1)  
 
How many offers of employment as a Registered Nurse in Australia did you receive as a 
direct result of a formal application process?  
Number of Offers (if more than 10 pick 10) 
(1)  
 
How many offers of employment as a Registered Nurse in Australia did you receive 
through alternative means? For example, networking, volunteering, clinical placements, 
word of mouth, family or friends referral.  
Number of Offers (if more than 10 pick 10) 
(1)  
 
Have you worked as a Registered Nurse in Australia? 
o Yes (1) 
o No (2) 
 
How long was it in between gaining your AHPRA registration and commencing your first 
Registered Nurse role? 
  172 
 
Whole weeks (1) 
 
 
Have you worked, or do you currently work, in the public sector as a Registered Nurse? 
Note: In New South Wales, you work in the public sector if you're employed by any of the 
Hospital or Health services run by New South Wales Health. If you're unsure more 
information can be found here  
o Yes (1) 
o No (2) 
 
Have you worked, or do you currently work, in the non-public sector as a Registered 
Nurse? Non-public hospitals and health services are mainly owned and managed by 
private organisations; either for-profit companies, or not-for-profit non-
government organisations. More information on if your organisation is Private or Public can 
be found here  
o Yes (1) 
o No (2) 
 
Since beginning work as a Registered Nurse in Australia, have you ever changed 
employer? For example, have you stopped working for an employer and not moved to 
another, or have you moved from one Government Health service to another, eg. 
Queensland Health to New South Wales Health, or from a Private employer to a public 
employer, eg. St Vincents Private Hospital Sydney to New South Wales Health. 
o Yes (1) 
o No (2) 
 
Since beginning work as a Registered Nurse in Australia, have you ever changed Hospital 
and/or Health Service District? For example, you've remained working for New South 
Wales Health, but moved from Royal Prince Alfred Hospital in Sydney District to the 
Gosford Hospital in Central Coast District. More information on the Hospitals and Health 
Services Districts can be found here  
o Yes (1) 
o No (2) 
 
Since beginning work as a Registered Nurse in Australia, have you ever changed 
Registered Nurse jobs? For example, you remain working for New South Wales Health as 
a Registered Nurse at Westmead Hospital, but you have moved from a position on the 
casual pool to a position on their rehabilitation ward. Note: If you answered YES to either 
of the above two questions then you also will have changed jobs. 
o Yes (1) 
o No (2) 
 
How many Registered Nurse jobs have you had in Australia? 
Registered Nurse Jobs (1) 
 
For the most recent Registered Nurse job in Australia that you have left; Can you please 
describe the length of time worked in the role?  
Time worked in role (weeks) (1) 
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For the most recent Registered Nurse job in Australia that you have left; what was the 
main reason for you leaving this role? 
o Contract ended (1) 
o External/family commitments (2) 
o Better employment offer (3) 
o Dissatisfaction (4) 
o Postgraduate education, please describe (5) 
o Other, please describe (6) 
 
Are you currently working as a Registered Nurse in Australia? 
o Yes (1) 
o No (2) 
 
Where is the geographical location of your current main Registered Nurse job?    
More information on the classification of remote, rural and metropolitan areas is available 
here    
o Rural (1) 
o Remote (2) 
o Metropolitan (3) 
 
Is your current main Registered Nurse employment contract in the Public sector? Note: In 
New South Wales, you work in the public sector if you're employed by any of the Hospital 
or Health services run by New South Wales Health. Non-public hospitals and health 
services are mainly owned and managed by private organisations; either for-
profit companies, or not-for-profit non-government organisations. More information on if 
your organisation is Private or Public can be found here   
o Yes (1) 
o No (2) 
 
What kind of employment contract do you currently have: casual, part-time or full time? If 
unsure, or to better understand what kind of contract you have, more information is 
available here  
o Casual contract (1) 
o Part-time (less than 35 hours per week) (2) 
o Full-time (average 38 hours per week) (3) 
 
What is your current FTE? 
FTE: The ratio of the total number of paid hours during a period (part time, full time, 
contracted) by the number of working hours in that period Mondays through Fridays. In 




Are you currently employed for a fixed period of time eg. 6 months (meaning you will have 
to apply for another position at the end of this certain time period) or do you hold a 
permanent position? Fixed term contract employees are employed for a specific period of 
time or task. For example, a 6-month contract where employment ends after 6 months. 
Permanent employees are employed on an ongoing basis until the employer or employee 
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ends the employment relationship. If unsure, or to better understand what kind of contract 
you have, more information is available here  
o Fixed term (1) 
o Permanent (2) 
 
You have indicated your current role is for a fixed time period. What is the duration of your 




How likely do you think is it that you'll be able to secure employment as a Registered 















contract (1)  o  o  o  o  o  
 
You have indicated it is likely you will be able to secure employment after this fixed period 
had ended. Where do you think this employment will likely be? More information on the 
NSW Health Hospital and Health Services facilities can be found here  
o Current position (1) 
o Current Hospital/Health Service District (eg. remain in Northern Sydney District, or 
remain at Royal North Shore Hospital but in a different ward) (2) 
o Current Organisation but different location (eg within NSW Health but in another 
Health Services District, move from Sydney District to Central Coast District) (3)  
o Different employer (eg. from QLD Health to NSW Health, or from QLD Health to 
The Sydney Private Hospital) (4)  
 
Are you currently working as a Registered Nurse in an area or specialty you requested? 
o Yes (1) 
o No (2) 
 
Are you currently working as a Registered Nurse in an organisation you were employed at, 
in any capacity, during your undergraduate degree? 
o Yes (1) 
o No (2) 
 
Are you currently working as a Registered Nurse in an organisation where you completed 
any clinical practice organised by your university as part of your undergraduate degree? 
o Yes (1) 
o No (2) 
What is your scheduled work pattern usually like? 
o Straight day shifts (1) 
o Straight evening shifts (2) 
o Straight night shifts (3) 
o Rotating days/evening (4) 
o Rotating days/evenings/nights (5) 
o Other, please describe (6) 
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In what clinical area are you currently employed in as a Registered Nurse? 
o Adult acute medical /surgical (1) 
o Adult emergency (2) 
o Adult intensive care (3) 
o Aged care (4) 
o Mental health (5) 
o Neonatal intensive care (6) 
o Obstetrics/women’s health (7) 
o Operating theatre/peri-operative setting (8) 
o Peadiatric acute medical /surgical (9) 
o Peadiatric emergency (10) 
o Peadiatric intensive care (11) 
o Primary health setting/community health setting (12) 
o Rehabilitation (13) 
o Oncology (14) 
o Palliative care (15) 
o Other, please specify (16) 
 
Drag and drop the items you feel your CURRENT EMPLOYER has used to help facilitate 
your transition from student nurse to Registered Nurse 
______ Supernumerary time (1) 
______ Altered responsibilities, eg. reduced patient loads (2) 
______ Rotations through more than one ward (3) 
______ Study days (4) 
______ Orientation to organisation (5) 
______ Orientation to ward (6) 
______ Mentor (7) 
______ Preceptor (8) 
______ Debriefing (9) 
______ Social activities (10) 
Drag and drop the items YOU feel would help facilitate your transition from student nurse 
to Registered Nurse 
______ Supernumerary time (1) 
______ Altered responsibilities, eg. reduced patient loads (2) 
______ Rotations through more than one ward (3) 
______ Study days (4) 
______ Orientation to organisation (5) 
______ Orientation to ward (6) 
______ Mentor (7) 
______ Preceptor (8) 
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______ Debriefing (9) 
______ Social activities (10) 
Do you identify as taking part in or having taken part in a formal structured support 
program to assist in your transition from student nurse to Registered Nurse (eg. a 
Transition to Practice Program or a Graduate Program)? 
o Yes (1) 
o No (2) 
 
You have indicated you identify as taking part in or have taken part in a formal structured 
support program.  
What is the program called?   
How long is the program? (months)   
 
Are you currently working in a clinical Registered Nurse role? A Clinical role is defined as 
a registered nurse who is mainly involved in the care and treatment of patients, as well as 
the supervision and management of clinical nurses. Categories include clinical nurses 
(direct patient care) and clinical nurse managers and or administrators (managing clinical 
nurses and midwives). More information is available here 
o Yes (1) 
o No (2) 
 
(Clinical role, no N/A option available, non-clinical role had N/A option available) 
This section has 46 questions which should take approximately 5 minutes to complete. I 
recognise your time is valuable and appreciate you taking the time to answer these 
important questions. Please indicate your personal level of agreement with each statement 
answer these 
Readiness for practice and work environment, support and encouragement scale 















I feel confident communicating 
with Doctors. (1)  o  o  o  o  o  
I feel comfortable 
communicating with patients 
and their families. (2)  
o  o  o  o  o  
I am comfortable delegating 
tasks to the Assistant in 
Nursing (AIN). (3)  
o  o  o  o  o  
I have difficulty documenting 
care in the electronic medical 
record. (4)  
o  o  o  o  o  
I have difficulty prioritising 
patient care needs. (5)  o  o  o  o  o  
I am confident in my ability to 
problem solve. (6)  o  o  o  o  o  
I feel overwhelmed by ethical 
issues in my patient care 
responsibilities. (7)  o  o  o  o  o  
I have difficulty recognising a 
significant change in my 
patient's condition. (8)  
o  o  o  o  o  
I have had opportunities to 
practise skills and procedures 
more than once. (9)  
o  o  o  o  o  
I am comfortable asking for 
help. (10)  o  o  o  o  o  
I use current evidence to make 
clinical decisions. (11)  o  o  o  o  o  
I am comfortable 
communicating and 
coordinating care with 
interdisciplinary team 
members. (12)  
o  o  o  o  o  
I feel comfortable knowing 
what to do for a dying patient. 
(13)  o  o  o  o  o  
I am comfortable taking 
actions to solve problems. (14)  o  o  o  o  o  
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I feel confident identifying 
actual or potential safety risks 
to my patients. (15)  
o  o  o  o  o  
I am satisfied with choosing 
Nursing as a career. (16)  o  o  o  o  o  
I feel ready for the professional 
nursing role. (17)  o  o  o  o  o  
I feel my work is exciting and 
challenging. (18)  o  o  o  o  o  
I feel that my talents are 
appreciated. (19)  o  o  o  o  o  
I feel that I make a difference 
with patient care. (20)  o  o  o  o  o  
I feel that I am a respected 
member of the healthcare 
team. (21)  
o  o  o  o  o  
I feel supported by the nurses 
on my unit. (22)  o  o  o  o  o  
I feel supported by my Nurse 
Unit Manager (NUM). (23)  o  o  o  o  o  
I feel staff are available to me 
during new situations and 
procedures. (24)  o  o  o  o  o  
I feel my Nurse Unit Manager 
(NUM) provides 
encouragement and feedback 
about my work. (25)  
o  o  o  o  o  
I feel my educator provides 
encouragement and feedback 
about my work. (26)  
o  o  o  o  o  
I feel my preceptor provides 
encouragement and feedback 
about my work. (27)  
o  o  o  o  o  
I enjoy socialising with other 
team members outside of 
working hours. (28)  o  o  o  o  o  
I feel overwhelmed by my 
patient care responsibilities 
and workload. (29)  o  o  o  o  o  
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I feel the expectations of me in 
this job are realistic. (30)  o  o  o  o  o  
I feel supported by the doctors 
I work with. (31)  o  o  o  o  o  
I have been in my position for 
about as long as I want to be. 
(32)  
o  o  o  o  o  
If the economy was better, I 
would think about finding 
another job. (33)  o  o  o  o  o  
I feel that my contributions to 
this organisation are 
acknowledged. (34)  o  o  o  o  o  
I feel that my Nurse Unit 
Manager (NUM) is 
approachable. (35)  
o  o  o  o  o  
I feel that my educator is 
approachable. (36)  o  o  o  o  o  
I feel that my team leader in 
charge of shifts is 
approachable. (37)  o  o  o  o  o  
I feel my Nurse Unit Manager 
(NUM) follows through with my 
concerns. (38)  
o  o  o  o  o  
There are positive role models 
for me to observe on my unit. 
(39)  
o  o  o  o  o  
My preceptor is helping me to 
develop confidence in my 
practice. (40)  
o  o  o  o  o  
My team leader places high 
value on the work I do. (41)  o  o  o  o  o  
My preceptor(s) provided me 
with a sound foundation to 
begin my practice. (42)  
o  o  o  o  o  
I have a mentor I look to for 
continued guidance and 
mentoring. (43)  
o  o  o  o  o  
I am satisfied with my current 
nursing speciality. (44)  o  o  o  o  o  
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I would encourage other 
nurses to work at this facility. 
(45)  
o  o  o  o  o  
I would like to be working here 
in 5 years time. (46)  o  o  o  o  o  
I am experiencing stress in my 
personal life that affects my  
work. (1) 
o  o  o  o  o  
 
 
You have indicated you have stress in your personal life, please indicate what is causing 
you stress (you may pick more than one) 
o Finances (1) 
o Childcare (2) 
o HECS debt or other student loans (3) 
o Post-graduate study (4) 
o Living situation (5) 
o Personal relationships (6) 
o Job performance (7) 
o Other, please specify (8) 
 
Do you find this stress has a positive or negative effect on your ability to work? 
o Extremely positive (1) 
o Somewhat positive (2) 
o Neither positive nor negative (3) 
o Somewhat negative (4) 
o Extremely negative (5) 
 
How satisfied are you with the following aspects of your job? 




















Salary (1)  o  o  o  o  o  
Annual 
Leave/Holiday 
Pay (2)  
o  o  o  o  o  
Benefits Package 
(3)  o  o  o  o  o  
Hours that you 
work (4)  o  o  o  o  o  
Getting out of 
work on time (5)  o  o  o  o  o  
Nurse to Patient 
ratios (6)  o  o  o  o  o  
Weekends off per 
month (7)  o  o  o  o  o  
Your amount of 
responsibility (8)  o  o  o  o  o  
Opportunities for 
career 





o  o  o  o  o  
Opportunities for 
choosing shifts 
worked (11)  
o  o  o  o  o  
Orientation (12)  o  o  o  o  o  
Quality of care 
you provide to 
patients (13)  
o  o  o  o  o  
 
How many more years do you intend to remain in the nursing workforce in Australia? 
 
What might cause you to leave your current place of employment? 
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Which reason best describes why you are not working as a Registered Nurse at this time 
o Personal choice (1) 
o I have been unable to secure and maintain a suitable Registered Nurse role (2) 
o Ongoing English language competency requirements (3) 
o I am pursuing post-graduate education, please describe (4) 
o Other please describe (5) 
 
What factors do you believe have resulted in you not having employment as a Registered 
Nurse in Australia at this time? 
 
What are your professional goals? 
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Appendix E Phase Three ECNEES tool 3 
 
Those who had worked as 
Registered Nurses in Survey Two 
Those who had 
indicated they were 
awaiting a graduate 
program to commence 
in Survey Two 
Those who had 




Regardless of whether you are currently working, what is your current level of 
confidence in managing a patient care load on a morning or afternoon shift in a 
healthcare facility: 
Caring for 2 patients (1) 
Caring for 3 patients (2) 
Caring for 4 patients (3) 
Choose the most appropriate 
answer. 
Are you currently working in the 
same Registered Nurse position, 
under the same contract conditions 
(FTE, permanent/casual/fixed term 
etc), you reported when you 
completed survey two in June 
2017? Note: If you have only 
changed clinical locations due to 
rotations in your graduate program 
choose the appropriate YES option. 
If anything else has changed 
choose the appropriate NO option. 
o No, I have changed 
Registered Nurse positions 
(for example; employer, 
and/or hospital/health service 
district, and/or job) (1) 
o No, but I remain in the same 
position, I have just changed 
my contract conditions (FTE, 
permanent/casual/fixed term 
etc) only (2)  
o No, I am no longer working 
as a Registered Nurse (3)  
o Yes, I have the same Fixed 
position (my contract is for a 
certain amount of time, eg. 6 
months, 12 months) (4)  
o Yes, I have the same 
Permanent position (5)  
In the last survey of 
June 2017,  you said 
you had not 
yet commenced work as 
a Registered Nurse in 
Australia. Since the last 
survey have you ever 
worked as a Registered 
Nurse in Australia? 
o Yes (1) 
o No (2) 
In the last survey 
of June 2017, 
you said you had 
not yet 
commenced 




the last survey, 
have you ever 




o Yes (1) 
o No (2) 
 In the last survey of 
June 2017 you told me 
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just hadn't started yet. 
Did you commence AND 
remain working in this 
position? 
o Yes (1) 
o No (2) 
 In the last survey of 
June 2017 you told me 
you already had a 
graduate 
program organised, it 
just hadn't started yet. 
Can you tell me why you 
didn't commence 
working in this planned 
position? 
 
Since beginning work as a Registered Nurse in Australia, have you ever changed 
employer? For example, have you stopped working for an employer and not 
moved to another, or have you moved from one Government Health service to 
another, eg. Queensland Health to New South Wales Health, or from a Private 
employer to a public employer, eg. St Vincents Private Hospital Sydney to New 
South Wales Health. 
o Yes (1) 
o No (2) 
Since beginning work as a Registered Nurse in Australia, have you ever changed 
Hospital and/or Health Service District? For example, you've remained working for 
New South Wales Health, but moved from Royal Prince Alfred Hospital in Sydney 
District to the Gosford Hospital in Central Coast District. More information on the 
NSW Hospitals and Health Services Districts can be found here and QLD Hospital 
and Health Services can be found here  
o Yes (1) 
o No (2) 
Since beginning work as a Registered Nurse in Australia, have you ever changed 
Registered Nurse jobs? For example, you remain working for New South Wales 
Health as a Registered Nurse at Westmead Hospital, but you have moved from a 
position on the casual pool to a position on their rehabilitation ward. Note: If you 
answered YES to either of the above two questions then you also will have 
changed jobs. 
o Yes (1) 
o No (2) 
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How many Registered Nurse jobs have you had in Australia? 
 0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 
Registered Nurse Jobs (1) 
 
 
For the most recent Registered Nurse job in Australia that you have left; Can you 
please describe the length of time worked in the role?  
 0 3 5 8 10 13 15 18 20 23 25 28 30 33 35 38 40 43 45 48 50 53 55 
Time worked in role (weeks) (1) 
 
 
For the most recent Registered Nurse job in Australia that you have left; what was 
the main reason for you leaving this role? 
o Contract ended (1) 
o External/family commitments (2) 
o Better employment offer (3) 
o Dissatisfaction (4) 
o Postgraduate education, please describe (5) 
o Other, please describe (6) 
Since you completed the last survey in June 2017, how many employment 
applications have you submitted for Registered Nurse roles in Australia?  
Number of Applications (if more than 
10 pick 10) (1)  
 
How many offers of employment as a Registered Nurse in Australia have you 
received either through formal application processes or alternative 
means? Examples of alternative means might include networking, volunteering, 
clinical placements, word of mouth, or referrals from family or friends. 
Number of Offers (if more than 10 
pick 10) (1)  
 
How many offers of employment as a Registered Nurse in Australia did you 
receive as a direct result of a formal application process?  
Number of Offers (if more than 10 
pick 10) (1)  
 
How many offers of employment as a Registered Nurse in Australia did you 
receive through alternative means? For example, networking, volunteering, clinical 
placements, word of mouth, or referral from family or friends. 
Number of Offers (if more than 10 
pick 10) (1)  
 
Have you worked, or do you currently work, in the public sector as a Registered 
Nurse? Note: In New South Wales, you work in the public sector if you're 
employed by any of the Hospital or Health services run by New South Wales 
Health. If you're unsure more information can be found here. In Queensland, you 
work in the public sector if you're employed by any of the hospitals or Health 
services run by Queensland Health. If you're unsure more information can be 
found here 
o Yes (1) 
o No (2) 
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Have you worked, or do you currently work, in the non-public sector as a 
Registered Nurse? Non-public hospitals and health services are mainly owned and 
managed by private organisations; either for-profit companies, or not-for-profit non-
government organisations.  
o Yes (1) 
o No (2) 
Are you currently working as a Registered Nurse in Australia? 
o Yes (1) 
o No (2) 
Where is the geographical location of your current main Registered Nurse job?    
o Rural (1) 
o Remote (2) 
o Metropolitan (3) 
Is your current main Registered Nurse employment contract in the Public sector? 
Note: In New South Wales, you work in the public sector if you're employed by any 
of the Hospital or Health services run by New South Wales Health. Non-public 
hospitals and health services are mainly owned and managed by 
private organisations; either for-profit companies, or not-for-profit non-
government organisations. More information on if your organisation is Private or 
Public can be found here  
o Yes (1) 
o No (2) 
You have indicated you have 
changed your employment 
conditions, what have you 
changed? Note: you may pick more 
than one 
o Employment Contract 
(casual, part-time, full-time), 
please describe  (1) 
o FTE (increased or decreased 
contracted work hours), 
please describe  (2) 
o Changed from a Fixed or 
Permanent position, please 
describe  (3) 
  
Can you tell me why? For example, 
your employer forced the change, 
your personal circumstances 
changed, you wanted to change etc 
  
What kind of employment contract do you currently have: casual, part-time or full 
time? If unsure, or to better understand what kind of contract you have, more 
information is available here 
o Casual contract (1) 
o Part-time (less than 35 hours per week) (2) 
o Full-time (average 38 hours per week) (3) 
What is your current FTE? FTE: The ratio of the total number of paid hours during 
a period (part time, full time, contracted) by the number of working hours in that 
period Mondays through Fridays. In other words, one FTE is equivalent to one 
employee working full-time 





Are you currently employed for a fixed period of time eg. 6 months (meaning you 
will have to apply for another position at the end of this certain time period) or do 
you hold a permanent position? Fixed term contract employees are employed for a 
specific period of time or task. For example, a 6-month contract where 
employment ends after 6 months.  Permanent employees are employed on an 
ongoing basis until the employer or employee ends the employment relationship.  
If unsure, or to better understand what kind of contract you have, more information 
is available here  
o Fixed term (1) 
o Permanent (2) 
You have indicated your current role is for a fixed time period. What is the duration 




How likely do you think is it that you'll be able to secure employment as a 
















contract (1)  
o  o  o  o  o  
 
You don't seem very confident this fixed term employment will lead to further 
employment as a Registered Nurse. Why is that? 
You have indicated it is likely you will be able to secure employment after this fixed 
period had ended. Where do you think this employment will likely be? More 
information on the NSW Health Hospital and Health Services facilities can be 
found here. More information on the QLD Health Hospital and Health Districts can 
be found here 
o Current position (1) 
o Current Hospital/Health Service District (eg. remain in Northern Sydney 
District, or remain at Royal North Shore Hospital but in a different ward) (2) 
o Current Organisation but different location (eg within NSW Health but in 
another Health Services District, move from Sydney District to Central 
Coast District) (3)  
o Different employer (eg. from QLD Health to NSW Health, or from QLD 
Health to The Sydney Private Hospital) (4)  
Are you currently working as a Registered Nurse in an area or specialty you 
requested? 
o Yes (1) 
o No (2) 
Are you currently working as a Registered Nurse in an organisation you were 
employed at, in any capacity, during your undergraduate degree? 
o Yes (1) 
o No (2) 
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Are you currently working as a Registered Nurse in an organisation where you 
completed any clinical practice organised by your university as part of your 
undergraduate degree? 
o Yes (1) 
o No (2) 
Do you identify as currently taking part in or having taken part in a formal 
structured support program to assist in your transition from student nurse to 
Registered Nurse (eg. a Transition to Practice Program or a Graduate Program)? 
o Yes (1) 
o No (2) 
You have indicated you identify as taking part in or have taken part in a formal 
structured support program. 
What is the program called? 
How long is the program? (months) 
What is your scheduled work pattern usually like? 
o Straight day shifts (1) 
o Straight evening shifts (2) 
o Straight night shifts (3) 
o Rotating days/evening (4) 
o Rotating days/evenings/nights (5) 
o Other, please describe (6) 
In what clinical area are you currently employed in as a Registered Nurse? 
o Adult acute medical /surgical (1) 
o Adult emergency (2) 
o Adult intensive care (3) 
o Aged care (4) 
o Mental health (5) 
o Neonatal intensive care (6) 
o Obstetrics/women’s health (7) 
o Operating theatre/peri-operative setting (8) 
o Peadiatric acute medical /surgical (9) 
o Peadiatric emergency (10) 
o Peadiatric intensive care (11) 
o Primary health setting/community health setting (12) 
o Rehabilitation (13) 
o Oncology (14) 
o Palliative care (15) 
o Other, please specify (16) 
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Drag and drop the items you feel your CURRENT EMPLOYER has used to help 
facilitate your transition from student nurse to Registered Nurse 
o Supernumerary time (1) 
o Altered responsibilities, eg reduced patient loads (2) 
o Rotations through more than one ward (3) 
o Study days (4) 
o Orientation to organisation (5) 
o Orientation to ward (6) 
o Mentor (7) 
o Preceptor (8) 
o Debriefing (9) 
Drag and drop the items YOU feel would help facilitate your transition from student 
nurse to Registered Nurse 
o Supernumerary time (1) 
o Altered responsibilities, eg reduced patient loads (2) 
o Rotations through more than one ward (3) 
o Study days (4) 
o Orientation to organisation (5) 
o Orientation to ward (6) 
o Mentor (7) 
o Preceptor (8) 
o Debriefing (9) 
Are you currently working in a clinical Registered Nurse role? A Clinical role is 
defined as a registered nurse who is mainly involved in the care and treatment of 
patients, as well as the supervision and management of clinical nurses. Categories 
include clinical nurses (direct patient care) and clinical nurse managers and or 
administrators (managing clinical nurses and midwives). More information is 
available here 
o Yes (1) 
o No (2) 
(Clinical role, no N/A option available, non-clinical role had N/A option available) 
This section has 46 questions which should take approximately 5 minutes to 
complete. I recognise your time is valuable and appreciate you taking the time to 
answer these important questions. Please indicate your personal level of 
agreement with each statement answer these 
See Readiness for practice and work environment, support and encouragement 
scale from ECNEES tool 2 
You have indicated you have stress in your personal life, please indicate what is 
causing you stress (you may pick more than one) 
o Finances (1) 
o Childcare (2) 
o HECS debt or other student loans (3) 
o Post-graduate study (4) 
o Living situation (5) 
o Personal relationships (6) 
o Job performance (7) 
o Other, please specify (8) 
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Do you find this stress has a positive or negative effect on your ability to work? 
o Extremely positive (1) 
o Somewhat positive (2) 
o Neither positive nor negative (3) 
o Somewhat negative (4) 
o Extremely negative (5) 
How satisfied are you with the following aspects of your job? See satisfaction scale 
from ECNEES tool 2 
What keeps you working in your current job?  
How many more years do you intend to remain in the nursing workforce in 
Australia? 
How many more years do you intend to remain in your current Registered Nurse 
position? 
What might cause you to leave your current place of employment? 
Which reason best describes why you are not working as a Registered Nurse at 
this time 
o Personal choice (1) 
o I have been unable to secure and maintain a suitable Registered Nurse role 
(2) 
o Ongoing English language competency requirements (3) 
o I am pursuing post-graduate education, please describe (4) 
o Other please describe (5) 
What led you to leave your RN role?   
What factors do you believe have resulted in you not having employment as a 
Registered Nurse in Australia at this time? 
What are your professional goals? 
What do you think could be done to improve Registered Nurse retention in the 
Australian Workforce? 
Thinking back over the last 18 months since you graduated, what would have 
made getting a job easier?  
Thank you for not only completing this final survey, but remaining committed to this 
research over the last year. I could not have done this without you. I am genuinely 
indebted to you for time you have taken to complete these surveys for me. 
If you are experiencing any difficulties, please get some support 
here https://www.beyondblue.org.au/get-support/get-immediate-support or 
here https://www.nmsupport.org.au/ 
Kind regards, 
Amanda Cottle RN BN MHPrac | PhD Candidate 
School of Nursing, Midwifery and Social Work 
Level 1, Chamberlain Building, The University of Queensland 4072 
T: +61 7 3365 2800 | 
E: a.cottle@uq.edu.au |W: https://www.facebook.com/PhDnurselife/ 
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Appendix F Ethical clearance letter NMSW 2016/02 
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 Project Title: Factors that influence the entry, experiences, retention and attrition of 
new graduate nurses in the nursing workforce: a prospective cohort study. 
 Chief Investigator: Ms. Amanda Cottle, RN, PhD candidate  
 Co-investigators : Dr. Marion Tower, RN, PhD, Professor Cathy Turner, RN, PhD 
 Contact Person: Amanda Cottle 
 Address: School of Nursing, Midwifery & Social Work, University of Queensland, 
Chamberlain Building, Building 35, St Lucia campus, University of Queensland, QLD 4072   
Phone: +61 7 3365 2068   
Email: a.cottle@uq.edu.au 
 Facebook: https://www.facebook.com/PhDnurselife/   
I have read and understand the information given to me on the Participant information 
sheet and any questions I have asked have been answered to my satisfaction.  I agree to 
participate in an online survey, knowing that I can withdraw from further participation in the 
research at any time without consequence.  I understand my identity and any information 
collected will remain confidential. I understand by agreeing to give my consent below I give 
my informed consent to participate in the study.  
This project adheres to the Guidelines of the ethical review process of The University of 
Queensland and the National Statement on Ethical Conduct in Human Research. While 
you are free to discuss your participation in this project with project staff (contactable on 
+61 7 3365 2068), if you would like to speak to an officer of the University not involved in 
the project, you may contact the Ethics Coordinator on 3365 3924.    
o I give my informed consent  (1)  
o I do not give my informed consent  (2)  
Skip To: End of Survey If Welcome to the Readiness for Practice Survey, the first survey in 
a series of three in the study... = I do not give my informed consent 
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Appendix H Certificate 
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Appendix I Comparison of demographics 
 
Table 24  
Comparison of UQ and UTS Demographics 
 Variable UTS (n = 149) UQ (n = 45) 
Age   
 ≤ 25 55.0 88.9 
 ≥ 26 43.0 11.1 
Degree   
 Bachelor 86.6 44.4 
 Duala 13.4 54.6 
GPA   
 ≤ 5.5 34.9 22.2 
 ≥ 5.51 62.4 77.8 
Sex   
 Female 89.9 93.3 
 Male 9.4 6.7 
Residency Status   
 Domestic 90.6 93.3 
 International 8.7 6.7 
Country of Birth   
 Australia 59.7 82.2 
 International 37.6 17.8 
ESL   
 First language English 66.4 95.6 
 Second language English 32.2 4.4 
Tertiary qualification   
 No 53.7 88.9 
 Yes 45.0 11.1 
Employment   
 No 12.1 35.6 
 Yes 86.6 64.4 
Previous healthcare experience    
 No 26.2 62.2 
 Yes 70.5 37.8 
Note. The two educational institutions sampled have different Grade Point Averaging (GPA) ranges (UQ 7 
– 0; UTS 4 - 0), however both formulas are based on the grade for each subject weighted by the unit value 
of each course (The University of Queensland, 2016; University of Technology Sydney, 2018). The 
formula supplied by Ferris (2010) was used to create one scale. UTS= University of Technology Sydney; 
UQ= The University of Queensland; GPA= Grade Point Average; SD= Standard Deviation.  
aDual degree refers to participants completing a Bachelor of Nursing degree in conjunction with another 
such as Midwifery. 
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Appendix J Open-ended response: Reason for being a nurse 
 
For the question, “Please share the major reasons why you chose nursing as a career” 
the total number of responses was 180. This question was asked at the end of the first 
survey before respondents had commenced work as Registered Nurses. The most 
common concept reported as a major reason for choosing nursing as a career was 
altruism (n= 109). The respondents reported that one of their driving reasons for choosing 
nursing as a career was to care for others, make a difference in someone else’s life and in 
their community through helping individuals and society. Respondent 156 wrote:  
“it’s a career where empathy is an important quality and i feel my life is validated by 
helping others… putting energy into making someone else more comfortable is just so 
satisfying and calming”.  
The second most common concept reported by respondents was the career benefits 
nursing offered (n= 74). Nursing was seen as having many career options that could be 
used to travel, or as stepping stones to other medical fields while maintaining family 
commitments. Respondent 162 stated: 
“A flexible career that will always be in-demand and can be taken in a huge array of 
directions”.  
The third concept identified was the job focus of nursing (n= 56). Respondents reported 
a major reason for them choosing nursing as a career was its science base in the medical 
profession; they saw it as a challenging and practical career choice. Respondent 155 
wrote: 
“I have always been interested in health and medicine. I previously completed a 
science degree and chose to study nursing afterwards as it seemed like a rewarding 
career and a good way in which to apply my scientific knowledge in a practical setting”.  
The final concept identified from the open-ended question regarding reasons 
respondents chose nursing as a career was past experiences (n= 35). In this concept 
respondents reported a family member or friend being a nurse, or having experience within 
the hospital setting either as a patient or a carer as the driving force for pursuing nursing 
as a career. Respondent 43 wrote:  
“I chose nursing as a career because my mother is a registered nurse, and I have 
always respected and admired her passion and love for the position”.  
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Appendix K Open-ended response: Decision to not apply 
Only five responses to this question, they are given verbatim below. 
 
Respondent 36: “Operating theatre normally requires nurses who had new graduate 
program or have relevant experience. I didn’t get new graduate program. So it is 
impossible to get the position. I choose to live bit far from the city. So it is easier that I 
apply jobs that nearby.” 
 
Respondent 38: “because I haven't got my registration yet.” 
 
Respondent 161: “I am currently working in a surgical unit, I believed I would need to get 
some ward expertise before I move into an intensive care speciality.” 
 
Respondent 162: “Decided for change of lifestyle so relocated to regional NSW.” 
 
Respondent 184: “Haven't started yet. Will start looking soon for work, and currently 
studying cosmetic nursing.” 
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Appendix L Employment contract details  
 
Table 25  
Descriptive Statistics on Fixed Contract Length and Weeks to Commence Work 
Variable N Min Max Mean SD 
Duration of fixed contract (months) 
Phase Two 116 2 24 12.06 2.729 
Phase Three 125 4 24 12.22 3.153 
AHPRA registration to RN role (weeks) 
Weeks 174 0 47 8.59 7.513 
 
Table 26  
Details on Employment Conditions as a Percentage of Sample 
Variable Phase Two Phase Three 
Contract type 
Casual 5.2 3.1 
Part-time 23.7 23.7 
Full-time 54.6 64.4 
FTE 
0.0-0.9 34.0 35.1 
0.91-1.0 42.8 51.5 
Contract length 
Fixed-term 59.3 67.0 
Permanent  23.7 24.2 
For those with fixed term, likelihood of securing employment post 
Likely  88.7 89.2 
Unlikely 12.2 10.0 
If likely, location of employment post fixed-term contract 
Current position 41.9 43.8 
Current hospital/health service district 36.4 33.2 
Current organisation but different location 6.9 9.2 
Different employer 3.6 3.2 
Requested practice area 
No 26.8 29.4 
Yes 56.7 61.3 
Clinical Role 
No 16.0 14.4 
Yes 67.0 78.9 
Sector worked 
Public 54.6 59.3 
Non-public 25.3 22.2 
Both 3.6 8.8 
Note. According to Australian Institute of Health and Welfare (2017d), a clinical role is one where the 
majority of total weekly working hours are in clinical practice (that is, in the diagnosis and/or treatment of 
patients). Non-clinical practitioners are those who spend most of their total weekly working hours not 
engaged in clinical practice, for example, health administration, teaching or training persons in health, 
and/or engaging in health research. 
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Appendix M Predictor variables: Successful application to preference area 
 
Table 27  
Frequencies and Collinearity Statistics for Predictor Variables as a Function of Successful 
Application to Preference Area 






(n = 132) 
Unsuccessf
ul 













GPA ≥ 5.5 (%) 70.8 64.7 0.23 .635 0.95 1.06 
Australian resident (%) 98.5 73.5 23.32a <.001 0.79 1.26 
English first language (%) 83.3 41.2 23.24 <.001 0.75 1.34 
UG employment Yes (%) 84.8 85.3 0.00 1.00 0.87 1.14 
Healthcare exp Yes (%) 62.1 72.7 0.87 .350 0.84 1.20 
CP in Hospital setting (%) 88.6 85.3 0.06a .812 0.96 1.04 
Hospital preferred (%) 86.4 55.9 13.92 <.001 0.83 1.20 




-0.74 .462 0.95 1.05 
Note. GPA = grade point average; UG = undergraduate; CP = clinical placement; exp = experience; RFP 
= Readiness for Practice. P1 = Phase One. SD = Standard Deviation. Independent sample t-test used for 
RFP, Chi-square test used for all other variables; Yates’ Correction for Continuity reported. a = 25% of cells 
have expected count less than 5. 
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Appendix N Predictor variables: Employment outcome over time 
 
Table 28  
Frequencies and Collinearity Statistics for Predictor Variables as a Function of 
Employment Outcome Over Time 







(n = 140) 
Not 
employed 














GPA ≥ 5.5 (%) 71.7 57.7 1.43 .232 0.96 1.05 
Australian resident (%) 96.4 76.9 10.52a .001 0.80 1.25 
English first language (%) 80.7 42.3 15.14 <.001 0.73 1.37 
UG employment Yes (%) 87.1 73.1 2.38a .123 0.88 1.14 
Healthcare experience Yes (%) 64.7 61.5 0.01 .928 0.85 1.17 
CP in hospital setting (%) 87.9 88.5 0.00a 1.0 0.95 1.06 
Hospital setting preferred (%) 80.1 65.4 3.18 .075 .084 1.20 
RFP score P1 mean (SD) 57.8 (5.12) 55.92 
(5.27) 
-1.70 .070 0.95 1.05 
Phase Three 
GPA ≥ 5.5 (%) 69.7 53.8 0.76a .385 0.96 1.05 
Australian resident (%) 95.5 61.5 16.29a <.001 0.80 1.25 
English as first language (%) 78.8 23.1 16.85a <.001 0.73 1.37 
UG employment Yes (%) 85.3 69.2 1.26a .262 0.88 1.14 
Healthcare experience Yes (%) 63.6 66.7 0.00a 1.00 0.85 1.17 
CP in hospital setting (%) 88.5 84.6 0.00a 1.00 0.95 1.06 
Hospital setting preferred (%) 82.6 53.8 4.59a .032 .084 1.20 
RFP score P1 mean (SD) 57.8 (5.12) 54.8 
(5.32) 
-1.96 .052 0.95 1.05 
Note. GPA = grade point average; UG = undergraduate; CP = clinical placement; RFP = Readiness for 
Practice; P1 = Phase One result. Independent sample t-test used for RFP variable, Chi-square test used for 
all other variables; Yates’ Correction for Continuity reported.   
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Appendix O Predictor variables: Employment setting over time 
 
Table 29  
Frequencies and Collinearity Statistics for Predictor Variables as a Function of 
Employment Setting Over Time 
























 𝑛 = 107 𝑛 = 55     
GPA ≥ 5.5 (%) 72.6 68.2 0.11 .736 0.90 1.18 
Australian resident (%) 100 88.9 8.05a .005 0.76 1.32 
English as first language (%) 84.4 73.3 1.75 .186 0.72 1.39 
UG employment Yes (%) 88.5 82.2 0.58 .447 0.86 1.16 
Healthcare experience Yes (%) 58.9 75.6 2.98 .084 0.82 1.22 
CP in hospital setting (%) 89.6 84.4 0.36 .551 0.93 1.08 
Hospital setting preferred (%) 77.8 57.8 27.16 <.001 0.86 1.17 
Relationship employer Yes (%) 67.7 55.6 1.47 .226 0.84 1.20 




0.42 .674 0.71 1.40 
Phase Three 
 𝑛 = 125 𝑛 = 56     
GPA ≥ 5.5 (%) 74.6 59.3 3.48 .062 0.98 1.02 
Australian resident (%) 96.8 85.7 5.91b .015 0.78 1.28 
English as first language (%) 80.6 69.6 2.07 .151 0.69 1.45 
UG employment Yes (%) 85.5 78.2 0.98 .322 0.87 1.15 
Healthcare experience Yes (%) 60.2 74.5 2.84 .092 0.86 1.16 
CP in Hospital setting (%) 91.9 81.8 2.98 .084 0.95 1.05 
Hospital setting preferred (%) 90.2 56.4 24.98 <.001 0.82 1.22 
Relationship employer Yes (%) 70.5 34.0 18.96 <.001 0.93 1.08 




0.93 .354 0.95 1.06 
Note. GPA = grade point average; UG = undergraduate; CP = clinical placement; P1 = Phase One result; 
P2 = Phase Two result; P3 = Phase Three result. SD = Standard Deviation.  Independent sample t-test used 
for RFP variable, Chi-square test used for all other variables; Yates’ Correction for Continuity reported.  
a = 50% of cells have expected count less than 5.  
b = 25% of cells have expected count less than 5. 
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Appendix P Confidence in caring for patients loads 
 
 
Figure 12 Confidence in caring for two patients as a percentage of phase sample 
 
 























































Phase One (n= 293) Phase Two (n= 241) Phase Three (n= 194)
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Figure 14 Confidence in caring for four patients as a percentage of phase sample 
 
Table 30  
Friedman Descriptive Statistics of Confidence in Caring for Increasing Patient Loads over 
Time 
  Percentiles  
 𝑛 25th 50th 75th Mean Rank 
Confidence in caring for two patients 
P1 162 4.00 5.00 5.00 1.92 
P2 162 4.00 5.00 5.00 1,93 
P3 162 5.00 5.00 5.00 2.15 
Confidence in caring for three patients 
P1 162 3.00 4.00 5.00 1.79 
P2 162 4.00 4.00 5.00 1.91 
P3 162 4.00 5.00 5.00 2.30 
Confidence in caring for four patients 
P1 166 2.00 3.00 4.00 1.64 
P2 166 3.00 4.00 4.00 1.91 
P3 166 4.00 4.00 5.00 2.45 

































Phase One (n= 293) Phase Two (n= 241) Phase Three (n= 194)
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Table 31  
Difference in Level of Confidence in Managing Patient Care Load over Time 

















Two patients 162 2 .002 12.95 1.92 1.93 2.15 
Three patients 162 2 <.001 38.21 1.79 1.91 2.30 
Four patients  166 2 <.001 84.90 1.64 1.91 2.45 
Note. df = degrees of freedom. 
 
Table 32  
Location of Where Difference in Confidence Managing Patient Care Loads Occurs 













Two Patients -0.01 .992 0.01 -3.17 .002 0.17 
Three Patients  -1.56 .120 0.10 -4.46 <.001 0.23 
Four Patients  -3.44 .001 0.22 -5.69 <.001 0.29 
Note. r = effect size.  
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Appendix Q Readiness for practice details 
 
Table 33  
Descriptive Statistics for Readiness for Practice Total Scores and Subscales  
     Kolmogorov-Smirnova 
Phase 𝑛 Range Mean 𝑆𝐷 Statistic 𝑑𝑓 Sig. 
Clinical problem solving 
One 167 14 - 27 20.83 2.34 0.14 167 <.001 
Two 140 14 - 28 21.01 2.36 0.15 140 <.001 
Three 155 15 - 28 21.55 2.26 0.18 155 <.001 
Learning techniques total score  
One 167 2 - 8 5.31 1.16 0.23 167 <.001 
Professional Identity 
One 167 8 - 20 16.39 2.21 0.12 167 <.001 
Two 140 10 - 16 13.34 1.58 0.13 140 <.001 
Three 155 9 - 16 13.55 1.62 0.13 155 <.001 
Trials and Tribulations  
One 167 9 - 20 2.53 1.81 0.15 167 <.001 
Two 140 9 - 20 2.41 1.98 0.14 140 <.001 
Three 155 11 - 24 3.11 2.28 0.11 155 <.001 
Total score  
One 167 43 - 70 57.60 5.13 0.06 167 .200* 
Two 140 38 - 66 51.87 5.31 0.08 140 .030 
Three 155 44 - 66 53.82 5.12 0.12 155 <.001 
Note. * = This is a lower bound of the true significance. a = Lilliefors Significance Correction. 
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Table 34  
Friedman Descriptive Statistics for Readiness for Practice Scores Over Time 
  Percentiles  
 𝑛 25th 50th 75th Mean Rank 
Clinical problem solving 
P1 136 20.00 21.00 22.00 1.95 
P2 136 20.00 21.00 22.00 1.86 
P3 136 20.00 21.00 23.00 2.19 
Professional Identity 
P1 136 15.00 16.00 18.00 2.85 
P2 136 12.00 13.00 15.00 1.51 
P3 136 12.00 14.00 15.00 1.65 
Trials and Tribulations 
P1 136 14.00 15.00 16.00 1.69 
P2 136 13.00 15.00 16.00 1.43 
P3 136 17.00 19.00 20.00 2.88 
Total score 
P1 136 55.00 58.00 61.00 2.68 
P2 136 48.00 51.50 56.00 1.42 
P3 136 50.00 53.00 58.00 1.90 
Note.P1 = Phase One; P2 = Phase Two; P3 = Phase Three.  
 
Figure 15 Histogram of readiness for practice total scores Phase One 
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Figure 16 Normal Q-Q plot for readiness for practice total score Phase One 
 
 
Figure 17 Histogram of readiness for practice total scores Phase Two 
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Figure 18 Normal Q-Q plot for readiness for practice total score Phase Two 
 
 
Figure 19 Histogram of readiness for practice total scores Phase Three 
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Figure 20 Normal Q-Q plot for readiness for practice total score Phase Three 
 
Table 35  
Mann-Whitney U Test Comparing Readiness for Practice Scales by Employment Setting 

























P2 95 45 51 52 2111.5 -.12 .91 0.01 
P3 112 43 53 52 2247 -.65 .519 0.05 
Note. P2 = Phase Two; P3 = Phase Three. r = effect size. 
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Appendix R Work environment, support and encouragement details 
 
Table 36  
Work Environment, Support and Encouragement Scale Scores by Phase 
      Kolmogorov-Smirnova 
 Phase 𝑛 Range Mean 𝑆𝐷 Statistic 𝑑𝑓 Sig. 
Total score 2 140 63 – 119 90.98 11.10 .06 140 .557 
 3 155 60 - 118 90.21 11.41 .07 155 .298 
Note. a = Lilliefors Significance Correction. 
 
Table 37  
Comparison of Work Environment, Support and Encouragement Scores over Time 
Phase Two Phase Three     
𝑀 𝑆𝐷 𝑀 𝑆𝐷 𝑑𝑓 𝑡 𝑝 Cohen’s 𝑑 
90.98 11.20 89.83 11.56 135 1.12 .263 0.09 
 
Table 38  
Work Environment, Support and Encouragement Total Score Differences between 
Employment Setting Groups 
 Hospital setting Out-of-hospital 
setting 
    
Phase 𝑀 𝑆𝐷 𝑀 𝑆𝐷 𝑑𝑓 𝑡 𝑝 Hedges’ 𝑔 
P2 92.05 10.48 88.71 12.11 138 1.67 .096 0.30 
P3 90.77 10.86 88.74 12.73 153 0.99 .324 0.17 
Note. P2 = Phase Two; P3 = Phase Three.  
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Appendix S Job satisfaction details 
 
Table 39  
Descriptive Statistics of Satisfaction with Job Aspects (1= very dissatisfied, 5=very 
satisfied) 
 Phase Two Phase Three 
 𝑛 Range Mean 𝑆𝐷 𝑛 Range Mean 𝑆𝐷 
Salary 160 1 - 5 3.63 0.963 178 1 - 5 3.51 0.976 
Annual leave 160 1 - 5 3.64 0.955 178 1 - 5 3.51 0.987 
Benefits package 160 1 - 5 3.41 0.849 177 1 - 5 3.27 0.887 
Hours worked 150 1 - 5 3.93 0.908 178 1 - 5 3.63 1.024 
Getting out on time 160 1 - 5 3.67 1.114 177 1 - 5 3.44 1.309 
Patient ratios 158 1 - 5 3.54 1.208 177 1 - 5 3.21 1.305 
Weekends off  160 1 - 5 3.73 1.120 178 1 - 5 3.44 1.225 
Responsibility 161 1 - 5 3.78 0.966 178 1 - 5 3.62 1.002 
Career advancement 160 1 - 5 3.83 0.966 178 1 - 5 3.73 0.989 
Encouragement  161 1 - 5 3.80 0.999 178 1 - 5 3.70 1.013 
Choosing shifts  160 1 - 5 3.73 0.990 178 1 - 5 3.36 1.137 
Orientation 160 1 - 5 3.94 1.029 177 1 - 5 3.64 1.099 
Quality of patient care  161 2 - 5 4.20 0.717 178 1 - 5 4.16 0.760 
Valid N (listwise) 157    174    
 
Table 40  
Change in Satisfaction with Job Aspects over Time 

















Hours worked 0.28 0.95 0.08 [0.12 - 0.44] 3.38 133 .001 0.08 
Patient ratios 0.37 1.16 0.10 [0.17 - 0.57] 3.70 134 .000 0.09 
Weekends off  0.29 1.32 0.11 [0.07 - 0.52] 2.60 135 .011 0.05 
Shifts worked 0.40 1.13 0.10 [0.21 - 0.59] 4.10 135 .000 0.11 
Orientation 0.27 1.08 0.09 [0.09 - 0.46] 2.96 134 .004 0.06 
 
Table 41  
Job Satisfaction Scores by Phase 
     Kolmogorov-Smirnova 
 𝑛 Range Mean 𝑆𝐷 Statistic 𝑑𝑓 Sig. 
Phase Two 138 30 - 64 49.04 7.23 .071 138 .087 
Phase Three 152 24 - 65 46.23 8.04 .064 152 .200* 
Note. * = This is a lower bound of the true significance. a = Lilliefors Significance Correction. 
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Appendix T Predictor variables: Intention to remain in the profession  
 
Table 42  
Frequencies and Collinearity Statistics for Predictor Variables as a Function of Intention to 
Remain in the Profession at Phase Two 





≤ 10  (𝑛 = 
35) 














≤ 25 62.9 69.3 0.24 .622 0.90 1.11 
Female 94.3 93.1 0.00a 1.00 0.92 1.08 
GPA ≥ 5.5 (%) 85.7 63.4 4.52 .033 0.95 1.06 
Australian resident (%) 94.3 97.0 0.05a .824 0.62 1.61 
English first language (%) 80.0 82.2 0.00a .973 0.75 1.34 
UG employment Yes (%) 82.9 87.1 0.00 1.00 0.88 1.14 
Healthcare experience Yes (%) 68.6 62.4 0.15 .698 0.84 1.19 
Stress Yes (%) 28.6 19.8 .709 .400 0.85 1.18 
Support program Yes (%) 85.7 92.1 0.59a .441 0.72 1.40 




-1.01 .317 0.46 2.20 




0.11 .915 0.68 1.47 




-0.41 .683 0.53 1.91 




-2.73 .007 0.43 2.34 
Note. GPA = grade point average; UG = undergraduate; P2 = Phase Two; P1 = Phase One; SD = Standard 
Deviation; WESES = work environment, support and encouragement scale. Independent sample t-test used 
for Satisfaction, RFP and WESES, Chi-square test used for all other variables; Yates’ Correction for 
Continuity reported.  
a = 25% of cells have expected count less than 5. 
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Table 43  
Frequencies and Collinearity Statistics for Predictor Variables as a Function of Intention to 
Remain in the Industry at Phase Three 






≤ 10  (𝑛 = 
57) 
 














≤ 25 69.6 65.9 0.08 .776 0.88 1.14 
Female 94.6 93.5 0.00a 1.00 0.91 1.10 
GPA ≥ 5.5 (%) 77.8 69.6 0.78 .378 0.90 1.11 
Australian resident (%) 91.7 94.1 0.48a .487 0.57 1.75 
English first language (%) 69.6 85.9 4.71 .030 0.73 1.37 
UG employment Yes (%) 89.3 84.8 0.28 .597 0.84 1.19 
Healthcare experience Yes (%) 66.1 62.2 0.09 .769 0.77 1.29 
Stress (P3) Yes (%) 28.1 35.5 0.58 .447 0.77 1.30 
Support program (P3) Yes (%) 80.7 91.4 2.75 .097 0.66 1.51 




-1.01 .313 0.53 1.88 




0.54 .589 0.63 1.59 




-1.19 .236 0.35 2.85 




-1.79 .075 0.42 2.41 




-1.75 .083 0.56 1.77 




-3.07 .003 0.44 2.29 
Note. GPA = grade point average; UG = undergraduate; P2 = Phase Two; P1 = Phase One; SD = Standard 
Deviation; WESES = work environment, support and encouragement scale. 
Independent sample t-test used for Satisfaction, RFP and WESES, Chi-square test used for all other 
variables; Yates’ Correction for Continuity reported. a = over 25% of cells have expected count less than 5. 
b = equal variance not assumed.  
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Table 44  
Frequencies and Collinearity Statistics for Predictor Variables as a Function of Stress at 
Phase Three 






No Stress  
(𝑛 = 104) 
 
Stress 













≤ 25 66.3 66.7 0.00 1.00 0.82 1.23 
Female 95.1 88.2 1.52 .117 0.89 1.13 
GPA ≥ 5.5 (%) 74.3 68.0 0.38 .539 0.90 1.12 
Australian resident (%) 97.1a 90.2 2.04 .153 0.62 1.62 
English first language (%) 80.4 72.5 0.80 .371 0.73 1.37 
UG employment Yes (%) 85.3 84.3 0.00 1.00 0.84 1.19 
Healthcare experience Yes (%) 63.0 64.7 0.00 1.00 0.82 1.23 
Hospital setting (%) 73.1 70.6 0.02 .893 0.81 1.24 
Support program Yes (%) 84.6 92.2 1.13 .289 0.62 1.61 




1.98 .050 0.58 1.72 




2.79 .003 0.74 1.35 




0.61 .545 0.51 1.95 
Note. GPA = grade point average; UG = undergraduate; P3 = Phase Three; SD = Standard Deviation; 
WESES = work environment, support and encouragement scale. Independent sample t-test used for 
Satisfaction, RFP and WESES, Chi-square test used for all other variables; Yates’ Correction for Continuity 
reported.  
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Appendix U Predictor Variables: Intention to remain in current position  
 
Table 45  
Frequencies and Collinearity Statistics for Predictor Variables as a Function of Intention to 
Remain in Current Position at Phase Three 






≤ 7.5  (𝑛 = 
115) 
 














≤ 25 68.4 54.1 2.04 .153 0.74 1.35 
Female 93.3 91.9 0.00a 1.00 0.87 1.15 
GPA ≥ 5.5 (%) 70.7 69.4 0.00 1.00 0.90 1.11 
Australian resident (%) 93.3 94.6 0.00a 1.00 0.63 1.59 
English first language (%) 78.4 78.4 0.00 1.00 0.72 1.38 
UG employment Yes (%) 86.6 75.7 1.83 .176 0.81 1.23 
Healthcare experience Yes (%) 65.9 59.5 0.28 .596 0.75 1.33 
Stress (P3) Yes (%) 30.9 37.8 0.36 .546 0.79 1.27 
Support program (P3) Yes (%) 86.4 91.7 0.32a .570 0.60 1.68 




-1.93 .055 0.54 1.85 




0.08 .937 0.60 1.77 




0.66 .512 0.34 2.91 




-0.83 .412 0.37 2.73 




-1.07 .284 0.50 2.02 




-2.89 .004 0.41 2.44 
Note. GPA = grade point average; UG = undergraduate; P2 = Phase Two; P1 = Phase One; SD = Standard 
Deviation; WESES = work environment, support and encouragement scale. Independent sample t-test used 
for Satisfaction, RFP and WESES, Chi-square test used for all other variables; Yates’ Correction for 
Continuity reported.  
a = 25% of cells have expected count less than 5. 
 
